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ABSTRACT 
Background: Community-based coalitions could be mechanisms to foster 
individual and systems change in their communities in order to reduce the burden 
of obesity. Coalitions can increase the likelihood of reducing obesity by selecting 
and implementing effective interventions. Members of community-based 
coalitions are challenged to consider the multiple and interacting determinants of 
obesity and to select effective interventions from hundreds of untested 
recommendations. This investigation identified best practices in collective 
decision-making processes used to select obesity interventions. These practices 
may be adopted by other community coalitions working to reduce or prevent 
obesity in their communities . 
Methods: Three exemplar community-based obesity coalitions were investigated 
using a multiple case study design . Data from twenty-six coalition member 
interviews were analyzed using methods based in Grounded Theory in order to 
v 
identify practices in decision-making processes related to intervention selection . 
Documentation was reviewed to verify coalition activity during this planning 
stage. 
Findings: Nine shared practices related to decision-making processes were 
found among the three exemplar coalitions: setting a vision and objectives that 
target determinants of obesity and emphasize comprehensive solutions focusing 
on the community environment; defining an organizational structure that 
maximizes collaboration and shared decision-making; leaders taking a strong 
role in guiding and simplifying the process; obtaining financial resources that 
support the objectives; gathering information from the community; 
communicating information with the community and coalition members; align ing 
community-based information with objectives; making final selections by 
consensus ; and dispersing objectives to other community organizations to build 
support and momentum. 
Research translation: A teaching case study was developed that documents 
and analyzes the practices and processes that exemplar community coalitions 
engage in while working to select a comprehensive intervention to prevent and 
reduce obesity. 
Conclusions: Successful community-based obesity coal itions formulate a clear 
vision with strategic objectives, develop organizational structure and processes, 
utilize information gathered from both subject matter experts (individuals and 
agencies) and community members, and consider local community needs, 
VI 
assets, and interests in order to prioritize and select obesity interventions for their 
communities . 
Key words: obesity, community-based coalitions, decision-making , best 
practices, best processes 
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I. CHAPTER 1: INTRODUCTION 
A. Dissertation Context 
In the United States today, the prevalence of overweight and obesity is 
substantial , and there is a need to reduce the burden of the related 
consequences. In 2008, 48.6% of children were overweight or obese. [1J In 2011 , 
63.7% of adults were overweight or obeseYl Obesity is associated with excess 
deaths related to cardiovascular disease, diabetes, kidney disease, and certain 
cancers (colon , breast, esophageal , uterine, ovarian , kidney and pancreatic)Yl It 
is also a contributory factor in the most prevalent chronic diseases including type 
II diabetes, heart disease, stroke, high blood pressure, hyperlipidemia , arthritis , 
sleep apnea, and depression .r4l 
In women, obesity increases the risk of gynecological problems, such as 
abnormal menses and infertility. [SJ Obesity increases the risk of complications 
during pregnancy, including gestational diabetes, hypertension and 
preeclampsia, and is associated with increases in cesarean sections, late fetal 
deaths, and neural tube defects_l6-8l 
In men, obesity is associated with decreased testosterone levels , which 
have negative health effects on men including decreased libido, difficulty 
maintaining erections, loss of facial hair, joint pain and stiffness, fatigue, 
irritability, depression , and increased mortality risk.r9-11l 
Obese children and adolescents are more likely to have risk factors for 
cardiovascular disease such as elevated total cholesterol , high levels of low-
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density lipoprotein (LDL) cholesterol , low levels of the protective high density 
lipoprotein (HDL) cholesterol , high triglycerides, and high blood pressure.l12l 
They also have higher levels of impaired glucose tolerance, higher rates of type II 
diabetes, and are more likely to experience breathing problems , asthma, sleep 
apnea, and bone and joint problems.l13-161 Obese children are at increased risk of 
early social discrimination and the related psychological stress can cause low 
self-esteem, which in turn , can hinder academic and social functioning , and 
persist into adulthood.l17· 181 Obese children have nearly twice the risk of 
becoming obese adults as compared to non-obese children and , therefore , have 
an increased risk of the adult health problems related to obesity. l19· 201 
In addition to the detrimental effects on health for overweight and obese 
adults and children , the obesity epidemic has a significant economic impact. In 
2009, the obesity-related medical costs were estimated to be $147 bill ion 
annually.l21 l In 2010, obesity-related lost productivity costs in the workplace 
were estimated at $73.1 billion for working adults. l22l 
The federal and state governments and national health agencies 
encourage community stakeholders to take action and form community coalitions 
to prevent or reduce obesity in their communities because they are potential 
mechanisms to foster individual and systems change in their communities. 
Currently, limited empirical evidence exists regarding the effectiveness of 
community coalitions to improve obesity-related health outcomesY 31 Community 
coalitions can increase the likelihood of improving obesity and the related health 
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outcomes by galvanizing shared leadership to select and implement proven 
interventions that are adapted to the local environment. This study provides 
insights into the decision making processes utilized during the planning stage of 
model community-based coalitions regarding the selection , design , and planning 
of the interventions intended to prevent or reduce obesity in their community. 
These will help other community coalitions successfully ach ieve obesity related 
outcomes in their communities. 
B. Background 
The Obesity Prevention and Intervention Group is a community-based 
coalition working in Lawrence, Massachusetts. The investigator's experience 
working with this coalition, over the course of a year, provided the inspiration for 
this dissertation. This real-world experience shed light on the significant practice-
based challenges that community-based coalitions face while working to reduce 
or prevent obesity in their communities. 
1. History of Lawrence 
The city of Lawrence is located in northern Massachusetts near the New 
Hampshire border. It is bisected by the Merrimac River, which played an 
important role in Lawrence's early history as a textile center. Lawrence was 
once regarded as the "Woolen Manufacturing Capital of the World ", with 
numerous operating textile mills.1241 Lawrence also has a unique place in 
American history because it was the site for the infamous "Bread and Roses 
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Strike", when in 1912, over 20,000 workers walked out of the textile mills .l25l 
Lawrence has been called the "Immigrant City" because, in 1910, 90% of 
the population was either a first or second generation American and represented 
nearly every nation in the world .l261 The initial wave of immigrants began in 1845, 
the year Lawrence was founded , primarily led by Irish immigrants fleeing the 
Great Potato Famine,l271 and followed soon thereafter by German and French 
Canadians.l28l A second wave of immigration began in the late 1800's with 
immigrants arriving to settle and work in the textile mills from countries in 
southern and Eastern Europe such as Italy, Russia , Poland , and Lithuania. This 
immigration wave peaked in 1920 when the population rose to 94,270 with 42% 
of the residents classified as 'foreign born'. Soon thereafter, the mills began to 
leave the city for nonunion mills in the South , along with many of the existing 
residents , and for the first time in nearly 80 years the population began to 
decline. A third wave of immigration began in the 1950's, when Latino immigrants 
from Puerto Rico began to arrive to work in nearby farms and orchards. In the 
1960's Cuban refugees , and Dominican immigrants began to arrive, followed by 
refugees from Southeast Asia , (particularly VietNam following the Vietnam War) , 
and finally immigrants from Central America in the 1970's. By 1980, despite this 
new pattern of immigration , the population in Lawrence had reached its' lowest 
point in nearly 80 years , with 63 ,175 residents . The population in Lawrence has 
been steadily increasing since then , adding approximately 13,000 residents over 
30 years , with 76,377 residents in 201 0. [ZSJ 
4 
Figure 1.1 Population of Lawrence, Massachusetts; 1845-2010. 
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Source: Lawrence History Center1 and the US Census Bureau 
2. Current Characteristics and Health Statistics 
Lawrence became a city of immigrants in the mid 1800's and it maintains 
that unique attribute today. In 2010 , 41 .5% of the 76 ,377 residents were 
classified as foreign-born , and 7 4.1% spoke a language other than English at 
home (69.4% spoke Spanish). 73.8% were classified as Hispanic or Latino, of 
any race; 22.2% Puerto Rican , 0.7% Mexican, 0.5% Cuban , and 50.4% 'Other', 
with Dominicans making up a substantial portion of that group. Additionally, 
20.5% were classified as non-Hispanic White , and 2.4% each for non-Hispanic 
Black or African American and non-Hispanic Asian.[291 Table 1.1 displays the 
racial and ethnic profile for Lawrence as compared to Massachusetts and the 
United States. 
1 Permission granted to use copyright material from Lawrence History Center - Nov. 2, 2011. 
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Table 1.1 Racial and Ethnic Profile, Lawrence, Massachusetts and United 
States, 2010. 
No table of figures entries found. Lawrence Massachusetts United States 
Hispanic or Latino (any race) 73.8% 9.6% 16.3% 
Non-Hispanic White 20.5% 76.1% 63.7% 
Non-Hispanic Black or African 2.3% 6.0% 12.2% American 
Non-Hispanic Asian 2.3% 5.3% 4.7% 
Non-Hispanic American Indian or 
.2% .2% .7% Alaskan Native 
Pacific Islander 0.0% 0.0% .2% 
Source: American Fact Finder. 2010 , US Census Bureau . 
Lawrence has a long history of economic hardship, and this is still evident 
today. In 2010 , the average annual household income in Lawrence is 41% lower 
than the Massachusetts average and nearly 28% lower than the U.S. average. 
The percentage of families living below the poverty level is 60% greater than the 
state average and 45% greater than the national average.l291 1n Lawrence, the 
adult population , 25 years and older also have relatively lower levels of education 
as compared to the rest of Massachusetts and the United States.l29l Table 1.2 
displays the economic and education status for Lawrence as compared to 
Massachusetts and the U.S . 
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Table 1.2 Economic and Education Status, Lawrence, Massachusetts and 
United States, 2010. 
Lawrence Massachusetts United States 
Average household income $49,234 $84,055 $68,259 
Families below poverty level 25.8% 8.2% 11.3% 
Families below poverty level with 32.9% 12.8% 17.9% 
children <18 
Families receiving food stamps or 32 .8% 11 .5% 11.9% 
SNAP benefits 
Less than gth grade education 18% 4.9% 6.1% 
Bachelor's degree 8.3% 22.3% 17.7% 
Bachelor's degree or higher 14.2% 39.0% 28.2% 
Source: American Fact Finder. 2010, US Census Bureau. 
As with other cities that are economically impoverished, Lawrence's health 
status does not compare favorably to Massachusetts. Table 1.3 displays that the 
majority of Lawrence's health status indicators, as reported by the 
Massachusetts Department of Public Health (MDPH) , are higher than the state 
for infant deaths, low birth weight, births to adolescent mothers, HIV/AIDS, 
tuberculosis , syphilis , gonorrhea and chlamydia. The hospital discharge rates 
are higher than the state for asthma, angina, and bacterial pneumonia.l30l 
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Table 1.3 Health Status Indicators, Lawrence and Massachusetts, 2009 and 
2010. 
Lawrence Massachusetts 
Infant deaths (per thousand in one year; 2009) 7.7 4.8 
% Low birth weig 8.4 7.8 
16.9 6.0 
HIV/AIDS (per 1 00,000) 470.6 261.0 
11 .0 3.7 
Syphilis (per 1 00 ,000) 14.7 9.4 
Gonorrhe (per 1 00,000) 47.8 37 .9 
Chlamydia (per 1 00,000) 918.0 322.1 
Hospital discharge rates for asthm (per 1 00 ,000) 227.8 159.2 
Hospital discharge rates for angina (per 100,000) 17.2 11 .6 
Hospital discharge rates for bacterial pneumonia (per 365.3 298.3 
1 00 ,000) 
Infant Mortality Rate (IMR) is expressed per 1,000 live births in the same data year. 
2009 Births and 2009 Infant Deaths (Vital Records). 
2 Population data are used as the denominators for low birth weights and births to 
adolescent mothers . 2009 Births (Vital Records). 
3 Crude rates are expressed per 100,000 persons. 2009 AIDS Surveillance Program, 
2009 Division of Tuberculosis Prevention and Control , and 2010 Division of Sexually 
Transmitted Disease Prevention . 
4 Age-adjusted rates are per 100,000 persons. For standardization , the standard 
population used is the 2000 US population . 2009 Calendar Year Hospital Discharges 
(UHDDS). 
Source: Health Status Indicators Report, in MassCHIP (Massachusetts 
Community Health Information Profile). 2011, Massachusetts Department of 
Public Health. 
Lawrence has lower mortality rates than Massachusetts for all-cause, 
breast cancer, heart disease , lung cancer and suicide, however, the death rates 
due to diabetes and pre-mature age-adjusted deaths are higher than 
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Massachusetts as displayed in Table 1.4.£311 One explanation for these 
juxtaposed rates in mortality is that Lawrencians die earlier from other conditions 
that typically increase with older ages (breast cancer, heart disease, and lung 
cancer) or from other causes (accident, homicides) than those seen in the rest of 
Massachusetts. 
Table 1.4 Mortality in Lawrence and Massachusetts, 2006- 2008. 
Lawrence Massachusetts 
666.5 702.9 
Breast cancer (per 1 00,000) 13.9 21 .5 
Heart disease (per 1 00,000) 149.8 167.4 
Lung cancer (per 100,000) 47.2 50.9 
Suicide (per 1 00,000) 5.6 7.1 
Diabetes (per 1 00,000) 28.3 15.4 
Pre-mature age-adjus 343.6 294 
Age-adjusted rates are per 100,000 persons. For standardization , the standard 
population used is the 2000 US population. 2006-2008 Mortality (Vital Records) ICD-1 0 
based 
2 Pre-Mature Rates are for persons who died pre-maturely under the age of 75. The 
Premature Age-adjusted rates are based on the standard population distribution for 
persons < 75 in the 2000 US population . 2006-2008 Mortality (Vital Records) ICD-10 
based. 
Source: Mortality Standard Report in MassCHIP(Massachusetts Community 
Health Information Profile) . 2010, Massachusetts Department of Public Health. 
Obesity is a major contributing risk factor of diabetes .[321 Lawrence has 
nearly twice the rate of diabetes related deaths than the state. As Table 1.5 
displays , the prevalence of risk factors for diabetes are higher than the state for 
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overweight males , overweight females , obese males, and obese females _l33l Not 
unexpectedly, there is also a higher prevalence of diabetes as compared to the 
state, and this is consistent across various adult age categories. The high 
prevalence of diabetes most likely contributes to the higher diabetes-related 
health care utilization rates as compared to the state for hospitalizations, 
emergency room visits , and hospital observation stays. 
Table 1.5. Obesity and Diabetes in Lawrence and Massachusetts, 2010 
Lawrence Massachusetts 
Diabetes risk factors 
Obese males 29.9% 23.8% 
Obese females 31 .5% 19.6% 
Overweight males 42.1 % 43.7% 
Overweight females 24.5% 28.2% 
Diabetes prevalence all ages 12.2% 7.5% 
Age 25-44 6.2% 2.95% 
Age 45-64 20.6% 9.4% 
Age 65+ 31 .1% 17.7% 
Diabetes related health care system utilization 749.7 487.6 
rates 
Diabetes related emergency room visits 223.8 114.2 
Diabetes related hospital observation stays 532.6 252.7 
Source: Diabetes Report in MassCHIP(Massachusetts Community Health 
Information Profile) . 2010 , Massachusetts Department of Public Health . 
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Childhood obesity has also proven to be a significant health issue in 
Lawrence. In January of 2009, to address the significant public health problem of 
obesity, the Massachusetts Department of Public Health (DPH) launched a 
statewide initiative called Mass in Motion. [341 A key activity was to measure the 
prevalence of overweight and obesity in children by the screening of public 
school students in grades 1, 4, 7 and 10. In the DPH report "The Status of 
Childhood Weight in Massachusetts, 2009"[351, the city of Lawrence was 
identified as having the highest proportion of childhood overweight and obesity 
among 80 school districts in Massachusetts (46.6%) , compared to Arlington, 
which was the leanest city (9.6%), and to the state average (34.3%). Of the 2,564 
Lawrence students who were screened at the school nurses' offices over a two-
year period, 45% of the males were overweight or obese (17.1% overweight and 
27.9% obese) , and 48.3% of the females were overweight or obese (21 .2% 
overweight and 27.1% obese). In 2008,62.7% of the adults in Lawrence were 
overweight or obese,r331 which was similar to the U.S. average (63.2%),r361 but 
higher than Massachusetts (58.1 %).r331 Table 1.6 displays the comparison of 
percent overweight or obese in children and adults , in Lawrence, and 
Massachusetts. 
11 
Table 1.6. Percent Children and Adults who are Overweight or Obese in 
Lawrence and Massachusetts, 2009 or 2010. 
Lawrence Massachusetts 
Children (2009) 46.6% 34.3% 
Adults (2008) 62.7% 58.1% 
Sources: The Status of Childhood Weight in Massachusetts, 2009, 
Massachusetts Department of Public Health. Bureau of Community Health 
Access and Promotion. Diabetes Report in MassCHIP(Massachusetts 
Community Health Information Profile) . 2010, Massachusetts Department of 
Public Health. Centers for Disease Control and Prevention (CDC) . Behavioral 
Risk Factor Surveillance System Survey Data. Atlanta, Georgia: US Dept. of 
Health and Human Services. 2008 [cited Jan. 13 2012] ; Available from : 
http://www.cdc.gov/BRFSS/ 
3. The City Responds 
The headline in Boston Magazine in February of 2012 stated that in the 
state's poorest city "crime is soaring , schools are failing , government has lost 
control , and Lawrence, the most Godforsaken place in Massachusetts , has never 
been in worst shape. "[37J Despite the fact that the city has long been plagued by 
economic troubles , Lawrence maintains a very rich , multi-cultural heritage. In the 
approximately 7 square miles of the city, there are 82 churches that were built by 
communities and cultures of the past, but continue to be an integral part of life for 
12 
the residents that now live there. [381 There is a strong sense of community 
involvement and neighborhood identity. Lawrencians take pride in their 
community and actively work together to make it a better place to live. 
In November, 2010, the Obesity Prevention and Intervention Group (the 
"Coalition") was created in response to the DPH report on childhood obesity. It is 
the largest of the eight working groups within the Lawrence Mayor's Health Task 
Force (MHTF). "The MHTF is a broad base collaborative of health care, social 
services providers, environmental groups , academic institutions, local 
businesses, city planners, and visionaries whose mission is to 'develop healthy 
publ ic policies and activities that accommodate the changing conditions of the 
total community, and promotes improvement in the quality of life of its ' 
citizens. "[391 
The Lawrence coalition started as a "bottoms-up", grassroots coalition and 
did not have any academic partners as members within the first year. The 
coalition has three co-chairs : the CEO and President of the Merrimac Valley 
YMCA; the Program Administrator for Latino GEED: REACH New England 
(Center of Excellence for Eliminating Disparities: Racial and Ethnic Approaches 
to Community Health) , a division of the Greater Lawrence Family Health Center; 
and the Deputy Director for Groundwork Lawrence, an organization that operates 
local community gardens and farmers markets. The co-chairs report to a MHTF 
Executive Committee member, who participates in each of the MHTF working 
groups. The other dozen local organizations in the Coalition volunteered to 
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participate, with the exception of two organizations, Lawrence General Hospital 
and the Lawrence Public Schools, who were recruited by the MHTF Executive 
Committee member directly. 
4. Investigator's Experience with the Coalition 
The investigator was introduced to the Coalition in January of 2011 . The 
co-chairs were seeking help with measurement. One of the Coalition's objectives 
was to monitor their progress and ultimately measure the impact of their efforts 
on community health , and particularly obesity prevalence. There was a potential 
that the initiative could evolve to become a dissertation project, so the 
investigator agreed to help them develop measurement processes and systems. 
However, it became quickly apparent that selection of the interventions needed 
to be addressed first. The Coalition began the planning process; vision and 
objectives were defined and articulated , barriers and contributing factors to 
obesity in the community were identified , and activities related to the discovery 
and documenting of existing community interventions began. Early on , as the 
planning process attempted to assemble, sort and select potential interventions 
the process ground to a halt. Though numerous members of the Coalition 
contributed various research articles and reports on the topic, provided 
contextual commentary related to their professional experience with obesity, 
(counseling depressed patients or hospital clinic work) which was fairly limited 
across the group, and there were many more lively discussions including 
personal views about how to go about solving the problem , it was evident that 
14 
achieving consensus was an immediate challenge. Some comments included: 
"my mother is never going to change the way she cooks .... meat and starch .. . it is 
our culture ... you ask her to start cooking vegetables , and you can forget it" and 
"even if the food got better at the schools , the kids would go home and open the 
refrigerator and see all the Cokes and junk food right there ." This process was 
perceived as a monumental task. The group felt overwhelmed and stuck. For 
these reasons, this investigation came to be conceptualized. How can outcome 
measurement processes be effectively implemented when the coalition is so 
challenged with planning and selecting the interventions? 
5. Statement of the Problem 
Obesity is arguably one of the most significant threats to public health 
today, and it continues to increase in adults and children.l401 Given the difficulties 
in reversing the condition once it is established ,[411 proactive interventions that are 
delivered across multiple sites within a community have been recommended to 
support the prevention and reduction of overweight and obesity. [421 National 
efforts to reduce the burden of obesity have fallen short of expectations for well 
over a decade as the prevalence of obesity, particularly among children , 
continues to rise despite the allocation of substantial resources at the national 
level. [431 Of concern are the disproportionate rates of obesity among racial and 
ethnic minority children .[441 Recently, the White House has encouraged local 
governments to take action against obesity in their communities with federal 
agencies and other non-profit organizations providing funding opportunities .[45 · 461 
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To date, the majority of obesity coalitions have been unable to make measurable 
differences in their communities.l471 
Several challenges face community coalitions working to reduce obesity: 
a) obesity results from complex, interconnected, and interacting influences within 
and between an individual's biology, their personal preferences and interpersonal 
relationships, and their organizational and environmental surroundings. 
Therefore, comprehensive solutions are required, which in and of themselves , 
pose substantial challenges for any single organization,l48l 
b) the science-based evidence regarding the determinants of obesity is 
substantial and difficult to assess and synthesize effectively, l49l 
c) decision support tools and frameworks to assist coalitions with the selection of 
appropriate obesity interventions are lacking, l50l 
d) the practice-based evidence or proven strategies regarding outcomes of and 
processes used by effective obesity interventions at a community level is 
limited [511 and 
' 
e) the inherent organizational challenges of community coalitions impose further 
difficulties to manage this complex health issue effectively.l231 
6. Goals and Objectives 
The goal of this dissertation is to identify the decision-making practices 
and processes involved in the selection and prioritization of community-based 
obesity interventions, in communities that have demonstrated success, in order 
to inform other community-based coalitions working to reduce obesity in their 
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communities . This will be accomplished through the completion of the following 
three objectives: 
(1) Examine, compare, and analyze decision-making processes used during 
the formative stage of coalition development related to intervention selection and 
design in a selected sample of successful community-based coalitions working to 
prevent and reduce obesity. The findings can be used to derive models of good 
practice that other community-based coalitions may ultimately adopt to prevent or 
reduce obesity in their communities . 
(2) Determine the type of information or processes that would best support 
decision-making in community-based coalitions. This exploratory work could 
assist the development of decision support tools and frameworks for the 
community coalition environment similar to those that have been developed to 
assist the practitioner with decision making in clinical environments. 
(3) Develop a teaching case study that analyzes and documents the 
processes and relevant factors that community-based coalitions engage in to 
manage the multiple challenges and obstacles encountered while working to 
select and develop a comprehensive, socio-ecologic intervention to prevent and 
reduce obesity. 
7. Questions 
o Primary Research Question: How can community coalition decision making 
be improved to result in more evidence based interventions in efforts to 
prevent and reduce obesity in the community? 
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o Secondary Research Questions: 
o What processes do successfu l community-based coalitions use to 
decide which programs and policies to adopt to prevent and reduce 
obesity in their communities? 
o What were the obstacles that community-based coalitions had to deal 
with in order to make those decisions and how did they accommodate 
or overcome them to develop successful interventions? 
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II. CHAPTER 2: LITERATURE REVIEW 
A. The Health Problem - Overweight and Obesity 
1. Definitions of Overweight and Obesity 
In adults , overweight and obesity ranges are determined by using "body 
mass index" (BMI) which is derived from the formula (mass (kg)/ (height (m) 2) . A 
healthy adult BMI is between 18.5 and 24.9, a BMI between 25 and 29.9 is 
considered overweight, and a BMI of 30 or higher is considered obese (Appendix 
1 ).[52l Children's weight status is determined using an age- and sex-specific 
percentile for BMI, rather than the BMI categories used for adults, because of the 
greater variation in maturation as children grow that affects their body stature and 
composition . Based upon the 2000 CDC Growth Charts for children between the 
ages of 2 to 20, a BMI between the 85th and 95th percentile is classified as 
overweight, and a BMI over the 95th percentile is classified as obese.[53· 54l For 
example, a 12-year old girl with a BMI of 23 falls in the goth percentile for girls 
and is classified as overweight. A 16-year old girl with a BMI of 23 falls in the 75th 
percentile and is not classified as overweight. (Appendix 2 and 3) 
Body Mass Index has been widely adopted as the standardized measure 
to identify and classify adult individuals, as either overweight or obese, and 
utilized by well-recognized health agencies such as the World Health 
Organization ,[55l the US Centers for Disease Control and Prevention ,[56l and the 
National Heart Lung and Blood lnstitute .[57l However, some limitations do exist 
with the methodology. BMI includes, but does not distinguish between , lean 
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body mass (muscle and bone) , and fat mass (fat tissue primarily under the skin 
and surrounding the organs). Some individuals, typically younger and physically 
active with more muscle mass, will be misclassified as overweight, when in fact , 
they are not. This misclassification is due to their relatively high levels of lean 
body mass (bone and muscle) and low levels of fat mass .[581 Another type of 
misclassification can occur for another segment of individuals, typically older and 
sedentary, who have decreased amounts of lean body mass and increased 
amounts of fat mass than individuals who are younger and physically fit. These 
individuals can be misclassified as not overweight, when in fact , they are due to 
the high amount of total body fat, which is considered to be detrimental to 
health.[591 Additionally, standard BMI ranges may not be relevant for all 
populations. For Asian populations, research suggests that the standard 
"healthy" BMI range (18 .5- 24.9), is too high in re lation to the risk of developing 
cardiovascular disease, due to relative differences between lean mass and fat 
mass.[601 
The standards for overweight and obesity are unique for children to 
accommodate the ongoing changes in height and maturation (percentiles) . Even 
though the use of body mass index in adults has several limitations, it currently is 
the internationally recognized standard for classifying overweight and obesity in 
research and practice. 
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2. Adults 
In 2011, 63.7% of adults in the U.S. were classified as overweight or 
obese[2lwhich is equivalent to an estimated 149,886,441 2 peopleY910besity 
prevalence doubled among U.S. adults between 1980 and 2004.[61 · 621 The 
prevalence of overweight and obesity has continued to rise , however, recent data 
from NHANES 2007-2008 (National Health and Nutrition Examination Survey), 
suggests the rate of increase may be slowing, particularly for women and 
possibly for men. [631 
3. Children 
In 2007-2008, approximately one in five U.S. children, aged 2-19, were 
obese (16.9%), and nearly one in three were overweight (31 .7%) .[641 Between 
1971-1974 and 2007-2008, obesity prevalence among children and adolescents, 
aged 2-19, increased from 5% to 
16.9%.[64· 651 (Figure 2.1 ). 
Recently, the School District of Philadelphia, reported that the prevalence 
of obesity among children grades K-12 reduced by 4.8%; from 21.5% to 20.5% 
between 2006-2007 and 2009-201 0.[661 In New York City, overall prevalence of 
obesity decreased by 5.5%; from 21.9% to 20.7% in grades K-8 between 2006-
2007 and 201 0-2011 .[671 Even though, there were positive changes in some local 
regions of the United States, in 2009-2010, the prevalence of obesity in children 
2 Estimated 234,564,071 adults over the age of 18 years of age based on 2010 census 
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and adolescents remained at 16.9% based on the NHANES updated data; this 
had not changed when compared with 2007-2008 NHANES data.[1l 
Figure 2.1 Obesity Prevalence among Children aged 2-19. 
- -------.. --·-------·-·------- __ , ............... ________ , _____ l 
Obesity in US Children by Age Group 
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Source: Ogden, C.L. , et al., Prevalence and trends in overweight among US 
children and adolescents, 1999-2000. JAMA, 2002. 288(14): p. 1728-32 . Ogden 
CL, C.M ., Curtin LR, Lamb MM, Flegal KM ., Prevalence of high body mass index 
in U.S. children and adolescents, 2007-2008. JAMA, 2010. 303(3): p. 242-249. 
B. Implications of Overweight and Obesity 
1. Mortality 
Overweight and obesity are contributory factors in the leading chronic 
disease related deaths. In 2005 , the top three leading causes of death in the US 
were heart disease (27%), cancer (23%), and stroke (6%), with an additional 3% 
of deaths due to diabetes.[68l ln 2004, obesity was associated with 112,159 
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excess cardiovascular-related deaths, and an excess of 13,839 cancer-related 
deaths (colon, breast, esophageal , uterine, ovarian , kidney and pancreatic)Yl 
Overweight and obesity combined was associated with an excess of 61 ,248 
diabetes and kidney disease-related deaths.[3J 
2. Obesity Associated Morbidity 
In 2005, 133 million people, or almost half of all Americans , lived with at 
least one chronic condition . Chronic diseases are projected to affect 164 million 
people by 2025, or an average increase of 1.5 million people per year for 20 
years.[691 Overweight and obesity are contributory factors in the most prevalent 
chronic diseases today including type II diabetes, heart disease, stroke, high 
blood pressure, hyperlipidemia , arthritis , sleep apnea, and depression.[41 Adults 
who are overweight have a 39% greater risk of developing cardiovascular 
disease and obese adults have a 66% greater risk, when compared with their 
healthy weight peers.[?OJ 
In 1997, Rexrode found that obesity was associated with an increased risk 
of ischemic stroke with increasing levels of BMI in women . The relative risk 
ranged from 1.75 for a BMI of 27, 1.90 for a BMI of 29, and 2.37 for a BMI of 32 
or higher.[71lln 2002 , Kurth reported similar findings for men after 12.5 years of 
follow-up with 21 ,414 men from the Physicians Health Study. When compared to 
individuals with BMI's less than 23, those with BMis of 30 or greater had a 
relative risk of 1.95 for ischemic stroke , 2.25 for hemorrhagic stroke, and 2.00 for 
total stroke. When BMI was evaluated as a continuous variable , each unit of 
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increase in BMI was associated with a 6% increase in the adjusted relative 
risk.[72l 
In 2010 Abdullah published the results of a meta-analysis that examined 
18 prospective cohort studies and found that the relative risk (RR) of diabetes for 
obese persons was 7.28 and 2.92 for overweight persons, as compared to 
normal weight persons, after adjusting for confounding variables of age, family 
history and physical activity. Eight of these studies used a BMI of 25 as the upper 
limit for normal weight and 10 used a BMI of 23 as the upper limit of normal 
weight. [?3J 
Strong associations between body weight and hypertension have been 
reported. In 2001 , Brown found that the prevalence of high blood pressure 
(=>140 mm Hg systolic , => 90 mm Hg diastolic, or current use of 
antihypertensive med ication) increased progressively with increasing BMI. There 
was a lower prevalence of hypertension for individuals with BMI below 25 (15% 
men, 15% women) as compared to those with a BMI of 30 or above (22% men, 
38% women) .[74l 
Brown also found strong associations between mean serum cholesterol 
levels and BMI. The prevalence of high cholesterol levels (=> 240 mg/dl) were 
lower at BMI below 25 (13% for men, 13% for women) as compared to those with 
a BMI of 30 or above (22% for men , 30% for women) .l74l 
Higher levels of BMI increase the probability of developing degenerative 
knee arthritis (OA) due to the mechanical impact of chronic articular strains in the 
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knee. Relative to a BMI of 25, the risk of knee OA increased progressively from 
0.1 for a BMI of less than 20 , to 13.6 for a BMI of 36 or higher. r75l 
Obesity, and specifically fat deposition in the neck, can lead to narrowing 
of the upper airway and result in sleep apnea, a condition which disrupts 
sleep. r76l Obstructive sleep apnea (OSA) syndrome is 12- to 30-fold higher in 
individuals who are obese as compared to individuals who are not obese.r77l A 
growing body of evidence suggests that a bi-directional relationship may exist 
between obesity and short sleep duration and poor sleep quality. These sleep 
disruptors are also considered risk factors for the development of obesity_l78l 
In adults , the risk of depression increased in individuals who were 
overweight (OR =1 .27, p < .01) and obese (OR=1.55, p<.001 ). 
Additionally, depression increased the odds for developing obesity (OR= 1.58; p 
< .001) as reported in a recent meta-analysis by Luppino.r79l 
3. Obesity Morbidity Specific to Women's Health 
The evidence regarding the harmful effects of obesity on women's health 
is sign ificant. Obesity increases the risk of postmenopausal breast cancer, 
endometrial cancer, and cervical cancer _rao] Table 2.1 displays the increased 
relative risk of these cancers in as compared to women with a BMI less than 25 . 
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Table 2.1 BMI and Relative Cancer Risk in Women 
Postmenopausal Uterine Cancer Cervical 
Breast Cancer Cancer 
BMI 25-29 (overweight) 1.34 1.50 1.38 
BMI 30 -34.9 (obese) 1.63 2.53 1.23 
BMI35- 39.9 1.70 2.77 3.20 
BMI =>40 2.12 6.25 (no data) 
p for trend p <.001 p < .001 p =.001 
Source: Calle EE, Rodriguez C, Walker-Thurmond K, Thun MJ. Overweight, 
obesity , and mortality from cancer in a prospectively studied cohort of U.S. 
adults . N Eng I J Med 2003 Apr 24; 348(17): 1625-38. 
Obesity increases the risk of gynecological problems such as abnormal 
menses and infertility. A study by Clark in 1998 found that obese women with a 
history of fertility problems resumed spontaneous ovulation (90%) and had fewer 
miscarriages (76%) after completing a 6 month weight loss program which 
resulted in an average weight loss of 10 kg (22 pounds) as compared to a control 
group who did not lose weight.l5l 
Obesity also poses particular concerns during pregnancy. As compared to 
women with a BMI less than 25, the incidence of gestational diabetes is 1.8 to 
6.5 times higher for overweight women and 1.4 to 20 times higher in obese 
women. Additionally, in obese women , the incidence of hypertension is 2.2 to 
21.4 times higher and preeclampsia occurs 1.22-9.7 times more often than in 
non-obese women[6J In 1998, Cnattingius found that among women who have 
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not had children (nulliparous) , the risk of late fetal death (still birth occurring at 28 
or more completed weeks of gestation) increases by 3.2 times for overweight 
women and 4.3 times for obese women. Among those women who have 
previously had children (parous) only obese women had a 2.0 increase of late 
fetal death _[?J Brost found that the risk of cesarean delivery increased by 7% with 
each 1-unit increase in pre-pregnancy BMI. [81 Lastly, the odds ratios for neural 
tube defects ranged from 1.8 to 3.0 according to the degree of maternal weight 
for those with a BMI of 29 through 38, when compared to women at normal 
weight.[61 
4. Obesity Morbidity Specific to Men's Health 
As early as 1974, adipose tissue (fat tissue) was found to be significant 
source of estrogen production in both men and women. [811 In 1979, a study by 
Schnieder found that estrongenic hormones (estrone (E1) , and 17 beta-estradiol 
(E2)) were twice as high in obese males as compared to non-obese males.[821 
Schnieder suggested a lack of biologic effect as there were no observed signs of 
"feminization" in the obese subjects with elevated estrogen levels. More current 
research has found that elevated levels of estrogen in obese male's results in 
increased levels of insulin production (hyperinsulinemia) , which alters glucose 
metabolism. [831 This biologic state is a precursor to metabolic syndrome and 
diabetes. 
This disordered metabolic state in obese males is further amplified by 
decreased testosterone levels.[841 1n 2008 , the European Male Aging Study, a 
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multi-national , community-based , four year prospective cohort study of 3,369 
men between the ages of 40 - 79 years reported that body mass index was one 
of four risk factors for reduced testosterone levels (the others were age, smoking 
and the presence of other co-morbidities). Compared to men with a BMI less 
than 25, testosterone levels significantly decreased as obesity levels increased 
as displayed in Table 2.2.[91 
Table 2.2. BMI and Testosterone 
BMI 25-29 
(overweight) 
BMI 30 and over 
(obese) 
Total Testosterone 
(nmol/1) 
-2.32 
-5.09 
Free Testosterone 
(pmol/1) 
-17.60 (p< .001) 
-53 .72 (p<.01 ) 
Source: Wu, F.C. , et al. , Hypothalamic-pituitary-testicular axis disruptions in older 
men are differentially linked to age and modifiable risk factors: the European 
Male Aging Study. J Clin Endocrinol Metab, 2008. 93(7): p. 2737-45. 
Reduced levels of testosterone have a variety of negative health effects 
on men. Physicians identify and treat "hypogonadal" patients (males who 
produce reduced levels of testosterone) due to the symptoms that affect their 
quality of life including decreased libido, difficulty maintaining erections, loss of 
facial hair, joint pain and stiffness , fatigue , irritability and depression .[101 Low 
testosterone levels are also associated with increased mortality risk. In 2006, 
28 
Shores found an increased risk of mortality in men over the age of 40 with low 
testosterone levels as compared with men with normal testosterone levels. After 
an eight year follow up period , mortality in men with normal testosterone levels 
was 20 .1% as compared to 34.9% of men with low testosterone levels.[11 1 
A bilateral relationship appears to exist between obesity and testosterone 
levels. Not only does obesity contribute to lower testosterone production, but it 
appears that low testosterone levels contribute to increases in obesity, and 
specifically, increases in abdominal fat. Cohen terms this relationship as the 
"hypogonadal-obesity cycle"[SSJp 4 and suggests that this cycle be broken by 
therapeutic treatments, including the use of aromatase inhibitors, which help to 
increase testosterone production while decreasing estrogen production. 
The relationship between obesity and hormone disruption in males is 
complex, and the biologic mechanisms are not fully understood, however, the 
evidence to date suggests that obesity has unique and negative health 
consequences for males primarily affecting hormone production. 
5. Obesity Morbidity Specific to Children's Health and Development 
Children have multiple health problems associated with obesity.[861 1n 
2005, 70% of obese children had at least one CVD risk factor, and 39% have two 
or more. [B?J Obese children and adolescents are more likely to have risk factors 
for cardiovascular disease as compared to their normal weight peers: 2.4 times 
more likely to have high levels of cholesterol, 3.0 times more likely to have high 
levels of low-density lipoprotein (LDL) cholesterol, 3.4 times more likely to have 
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low levels of the protective high density lipoprotein (HDL) cholesterol, 7.1 times 
more likely to have high triglycerides , and 4.5 times more likely to have high 
blood pressure.[121 
Higher prevalence of impaired glucose tolerance increases as BMI 
increases among children 11-15 years of age. A recent study found there was no 
impaired glucose tolerance in children of normal weight, 15.6% in overweight, 
and 29.8% in obese children.l131 In a study among adolescents, a strong 
association was found between BMI and non-insulin dependent diabetes 
(NIDDM); 92% of the study participants were overweight (BMI > 27).[141 
Obese children are more likely to experience breathing problems. A 1999 
-2006 NHANES study found that obese children had 1.68 higher odds of having 
asthma (95%, Cl =1.33 to 2.12), and 1.97 higher odds of having experienced an 
asthma attack in the previous year (95%, Cl=1 .66 to 2.34) compared to their 
normal weight peers.[1SJ One third of children whose body weight was greater 
than 150% of ideal body weight had sleep apnea. [161 
Obese children are at greater risk for bone and joint problems. As 
compared to gender-matched, non-obese children , obese girls and boys have 
12% less and 13% less bone mineral content, respectively, in their lumbar spine. 
This condition has been associated with spinal complications.[BBJ 
Obese and overweight children and adolescents are targets of early and 
systematic social discrimination .[171 This psychological stress can cause low self-
esteem, which in turn , can hinder academic and social functioning , and persist 
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into adulthood_[1BJ 
The risk of adult obesity was at least twice as high for obese children as 
compared to non-obese children. A published review of the literature in 1993 
found that approximately one third (26% to 41 %) of obese preschool children 
were obese as adults, and about half (42% to 63%) of obese school-age children 
were obese as adults.[191 A 1998 study found that 50% of obese adolescents with 
a body mass index at or above the 95th percentile become obese adults[20l and , 
therefore, were at increased risk for the adult chronic diseases noted above. [89l 
6. Financial 
The costs related to medical care for obesity are substantial. According to 
a 2009 economic analysis published in Health Affairs, estimated obesity-related 
medical costs total $147 billion a year. This accounts for nearly 10 percent of 
total U.S. annual medical spending for Medicare, Medicaid , and private insurers 
covering inpatient and outpatient services, and prescription drugs. Of the $147 
billion in direct medical costs , Medicare and Medicaid cover 42% of the cost, or 
$61.8 billion. Medicare and Medicaid spending overall would be 8.5% and 11.8% 
lower, respectively, in the absence of obesityY 11 Another study published in 
2010, linked data from the National Health Examination Survey between 1973 
and 1983, and subsequent Medicare costs obtained from Med icare 
administrative records between 1991-2000. This study found that 45-year-olds 
who were obese in 1973, and remained obese for the 1 0 year examination 
period, experienced higher average lifetime Medicare costs than healthy weight 
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45-year-olds ($163,000 compared with $117,000).[901 In add ition to the medical 
costs , obesity-related job absenteeism is estimated to be $4.3 billion annually, 
and lower productivity costs are estimated at $506 per obese employee per 
year.[21 1 
The obesity-related medical costs for childhood obesity are also 
significant. A study published in 2002 , covering a 20 year period ; 1979-1999, 
found that the annual costs of obesity-associated hospitalizations for children , 
ages 6-17, increased from $35 million in 1979-1981 to $127 million in 1997-
1999, based on 2001 constant U.S. dollar value.[911 A more recent study 
compared data from 1999 and 2005, among obese ch ildren , ages 2-19, and 
found that hospitalizations nearly doubled (21 ,743 to 42,429), and costs 
increased from $125.9 million in 1999 to 237.6 million in 2005 dollars.l92l 
The obesity epidemic affects every state in the country, but the economic 
impact may go beyond obesity-related medical costs and employer-related 
productivity costs . In March 2011 , First Lady Michelle Obama told members of 
the National League of Cities that the problem affects them in several ways. "It's 
already weighing down your budgets," Obama said. "It's already hampering 
economic growth." Obama said that businesses are reluctant to relocate to cities 
where there are health problems. She continued : "When we talk about childhood 
obesity, we're talking about the workforce that you're trying to build. We're talking 
about the businesses that you're trying to attract. We're talking about the budgets 
that you're trying to balance each and every day. "[93l 
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The need to address this pressing public health issue in a timely manner 
is critical , if recent financial projections develop as predicted; by 2020 one-fifth of 
all health care expenditures will be devoted to treating the health consequences 
of obesity.[941 
C. Risk Factors and Determinants of Overweight and Obesity 
In the simplest perspective, overweight and obesity result from an energy 
(calorie) imbalance over time; too little physical activity (caloric expenditure) in 
relation to food consumption (caloric intake) . On an individual basis , there is 
interpersonal variation in the biologic factors that mediate the relationship 
between energy intake and energy output (metabolism); some individuals have 
higher or lower metabolic rates than others. Obesity develops from highly 
complex interactions between various genetic, biologic, social, and 
environmental factors . 
1. Genetic Factors 
The mechanism of obesity development is complex, not fully understood, 
and is believed to be a disorder with multiple causes affected by many interacting 
genetic and non-genetic factors.[951 Some progress has been made regarding the 
role that genetics may play in the physiology of appetite control, as well as some 
very rare obesity syndromes. Studies of twins , brought up in separate 
environments, have shown that a genetic predisposition to gain weight could 
account for 60-85% of the variation in obesity. For these individuals, the genes 
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for overweight are expressed where the environment triggers their expression.l961 
Neel proposes a hypothesis that affects individuals more broadly; the 
"thrifty gene hypothesis".[971 This hypothesis proposes that human ancestors of 
thousands of years ago, survived regular scarcity of food , and passed on an 
important survival trait through natural selection; the storage and conservation of 
energy (body fat stores).l971 This theory suggests that a contributing factor to the 
obesity epidemic is a result of human biologic traits , once critical to our survival , 
interacting with an environment and a lifestyle that accommodates low energy 
expenditure and easy access to low-cost, energy-dense foods. A similar 
conclusion was made in a study of North American populations that have 
preserved traditional lifestyles that involve increased levels of physical activity 
and the avoidance of processed foods , such as the Amish and the Mennonites. 
This study found that the prevalence of obesity in Amish children (6-18 years of 
age) was 1.4%,[981 as compared to 18.2%, the average prevalence of obesity of 
U.S. children.l991 
Studies of immigrants have also added insight into the debate of the role 
of genes versus environment and obesity. Recent studies demonstrated that 
individuals who have recently immigrated to the United States from Mexico have 
a lower risk of obesity (between 34% and 65%) than their U.S. born counterparts . 
These studies have also found that the longer the immigrants resided in the U.S., 
the greater the increasing trend in mean BMI , suggesting that environment 
influences BMI. This was particularly true for women immigrants from Mexico. 
34 
Those who lived in the U.S. for more than 15 years, as compared to those who 
lived in the U.S. less than five years , had a mean increase of 2.12 BMI units.l100l 
2. Social Factors 
a) Acute and chronic stress 
There are several studies that have found relationships between 
overweight and obesity and job related stress. High psychological work 
demands,[1011· sh ift work,[1021 and long work hours,[1031all increase the risk of 
obesity. In multivariate models, high psychological work demand was positively 
associated with BMI (~ = .87, p=.04).l1011 Cortisol (stress hormone) in sh ift 
workers also had a positive association with BMI (~ =.262 , p=.005)[102l. Long 
work hours in nurses were associated with a 23% increase risk of obesity (OR= 
1.23), as compared with underweight or normal weight nurses.[1031Women 
veterans returning home from war, and suffering from Post-Traumatic Stress 
Disorder, had a higher risk of obesity (OR=1.78, 95%, Cl=1.34-2.35) , as well as 
other and physical and emotional health problems.l1041 A study by Cozier in 2009 , 
utilizing data from 43,103 women in the Black Women's Health Study, found that 
weight gain increased as levels of racism increased. The authors suggested that 
racial discrimination is a form of chronic stress. The mean difference in weight 
change between the lowest and highest quartile was .56 kg (p< .0001) for 
'everyday racism ' (how often people act "as if you are not intelligent", and .48 kg 
(p<.0022) for 'lifetime racism ' (unfair treatment due to race "on the job. ''). [105l 
A recent study sought to identify contributing factors that may contribute to 
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the association between stress and obesity. In the Boston Puerto Rican Health 
Study, investigators found that greater perceived stress was associated with 
lower consumption of fruit (p<.001 ), vegetable (p<.001 ), and protein intakes 
(p= .003), a greater consumption of salty snacks (p=.048) , and lower participation 
in physical activity (p=.008).[1061 These dietary and physical activity patterns may 
also contribute to the higher risk of obesity. 
b) Sexual orientation 
In 2007, a study by Boehmer concluded that lesbian women have more 
than twice the odds of overweight (OR=2.69, 95%, Cl=1.40-5.18) and obesity 
(OR=2.47, 95%, Cl=1.19-5.09) as compared to heterosexual women and all 
other female sexual orientation groups.[1071 
c) Childhood maltreatment 
A 2008 study by Rohde, found that child sexual and physical abuse 
doubled the odds of both obesity and depression (OR=2.65, 95%, Cl=2.20-
3.62).[1081 Similar findings were made in a 2009 study by Greenfield ; individuals 
with a history of psychological and physical violence from parents were more 
likely to be classified as obese in adulthood (OR=1.65, 95%, Cl =1.11-2.44) , than 
those who reported never having experienced violence from parents.[1091 
Greenfield's study also found that the obese subjects had a greater use of food in 
response to stress, which may have been a contributing factor to their higher risk 
of obesity as adults . 
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3. Socio-Economic Factors 
a) Income level 
Between the 1988-1994 and 2007-2008 NHANES, (National Health and 
Nutrition Examination Survey) the prevalence of obesity increased in adults at all 
income levels. Most obese women are not low income. However, women with 
higher incomes are less likely to be obese than women with low incomes; 29 .0% 
of women who live in households with income at or above 350% of the poverty 
level are obese, compared to 42.0% of women with income below 130% of the 
poverty level. The finding is reversed among non-Hispanic black and Mexican-
American men . Those with higher incomes (at or above 350% poverty level) 
were more likely to be obese than those with lower incomes (130% below the 
poverty level) .[1101 (Table 2.3) 
Table 2.3 2005-2008 Prevalence of Adult Obesity Associated with Income 
Women 
Non-Hispanic black men 
Mexican-American men 
Income at or below 
130% poverty level 
42.0% 
28.5% 
29.9% 
Income at or above 
350% poverty level 
29.0% 
44 .5% 
40.8% 
Source: Ogden , C.L. , et al. , Obesity and socioeconomic status in adults: United 
States, 2005-2008. NCHS Data Brief, 201 0(50) : p. 1-8. 
A similar finding regarding obesity prevalence and household income level 
was observed in children . Most obese children and adolescents are not low 
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income because most people are not low income. However, children and 
adolescents from lower income families are more likely to be obese; 38% with 
household incomes at or below 130% of the poverty level , 38% with household 
incomes between 130% and 350% of the poverty level , and 24% at household 
incomes at or above 350% poverty level , as compared to the U.S. average of 
16.9%.l99l Between NHANES 1988-1994 and 2007-2008 , the prevalence of 
childhood obesity increased across all income levels. There was no significant 
difference between groups.l991(Table 2.4) 
Table 2.4 2005-2008 Prevalence of Obesity aged 2-19, by Income Level 
Income at or below Incomes between Income at or above 
130% poverty level 130% and 350% of 350% poverty level 
the poverty level 
Boys Girls Boys Girls Boys Girls 
1988-1994 12.5% 11 .9% 10.1% 10.3% 6.5% 5.2% 
2007-2008 21 .1% 19.3% 17.4% 15.8% 11 .9% 12.0% 
Source: Ogden , C.L. , et al. , Obesity and socioeconomic status in children and 
adolescents: United States, 2005-2008. NCHS Data Brief, 201 0(51 ): p. 1-8. 
b) Education: 
Similar to income level , the prevalence of obesity increased in adults at all 
education levels between the 1988-1994 and 2007-2008 NHANES. However, 
women with college degrees are less likely to be obese than women with less 
education ; 23.4% with a college degree are obese , compared to 42 .1% of 
women with less than a high school education[110l 
38 
A college degree by the head of the household had a positive impact of 
the prevalence of obesity in children. Boys and girls in highly educated 
households (a college degree), are less likely to be obese as compared with their 
counterparts where the head of household has less than a high school degree; 
11.8% compared to 21.1% for boys , 8.3% compared to 20.4% for girls (Figure 
2.2) . [99] 
Figure 2.2 2005-2008 Prevalence of Obesity Aged 2-19 by Head of 
I 
l 
I 
I 
I 
! 
l 
Household Education 
• Household head- college degree 
20% 
8% 
Household head - high school degree 
21% 
12% 
L_ ____________ G_ir_ls ____________ _ Boys 
-·--·-·---------···-----------' 
Source: Ogden CL, Lamb MM, Carroll MD, Flegal KM . Obesity and 
socioeconomic status in children and adolescents: United States, 2005-2008. 
NCHS Data Brief 2010 Dec (51) :1-8. 
c) Race!Ethnicity 
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According to 2006-2008 self-reported data in adults , Blacks had 51% 
higher prevalence of obesity, and Hispanics had 21 % higher obesity prevalence, 
as compared with non-Hispanic whites . The differences were greatest among 
women.[1111 (Figure 2.3) 
Figure 2.3 2006-2008 Prevalence of Adult Obesity Associated with 
Race/Ethnicity 
'
------·-··--··-·- ·---·······----·····----······--·---·-- - . ··--··_·_·-······--·-··--··- ·· ·· · ·····-··-··········---·---------·--·----~ 
Race/Ethnicity and Adult Obesity 
• Men Women L: Al l 
! 
39% 
36% 
29% 29% 
25% 24% 
Source: Differences in Prevalence of Obesity Among Black, White, & Hispanic 
Adults-United States, 2006-2008. Morbidity and Mortality Weekly Report , 2009. 
58(27) : p. 740-744. 
Racial and ethnic disparities do exist in obesity prevalence among U.S. 
children and adolescents. In 2007-2008 , the prevalence of overweight and 
obesity was higher in Hispanic (38 .2% and 20 .9%) , Mexican-American (38.9% 
and 20.8%), and non-Hispanic black (35.9% and 20.0%) as compared to non-
Hispanic white populations (29 .3% and 15.3%). [991 (Table 2.5) 
40 
Table 2.5 2007-2008 Prevalence of obesity and overweight among Children 
aged 2 -19 by Race/Ethnicity 
Mexican Non- Non-Hispanic American Hispanic Hispanic Black White 
95th percentile (obese) 20.9% 20 .8% 20.0% 15.3% 
85th percentile 38 .2% 38 .9% 35.9% 29.3% (overweight) 
Source: Ogden CL, C.M., Curtin LR, Lamb MM, Flegal KM ., Prevalence of high 
body mass index in US children and adolescents, 2007-2008. JAMA, 2010. 
303(3): p. 242-9 . 
d) Social connections 
In 2007, Christakis evaluated a densely interconnected social network of 
12,067 people who were assessed repeatedly from 1971 to 2003, as part of the 
Framingham Heart Study. The study concluded that obesity appears to spread 
through personal social ties . In fact , a person's chances of becoming obese 
increased by 57% if he or she had a friend who became obese in any given 
interval. Among pairs of adult siblings, if one sibling became obese, the chance 
that the other would become obese increased by 40%. If one spouse became 
obese, the likelihood that the other spouse would become obese increased by 
37%. Persons of the same sex had relatively greater influence on each other 
than those of the opposite sex. These effects were not observed among 
neighbors in the immediate geographic location [ 112l 
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4. Environmental Factors and the Built Environment 
Environmental factors , lifestyle preferences, and cultural environment all 
contribute to the rising prevalence of obesity worldwide.[1131 1n 2004, Lobstein et 
al. listed some of the contributing environmental factors ; "increase in use of 
motorized transportation , increase in traffic hazards for walkers and cyclists , 
decrease in opportunities for recreational physical activity, decrease in structured 
physical education in schools , increased sedentary recreation , greater 
availability, quantity and variety of energy dense foods, less availability of fresh 
fruits and vegetables, more frequent use of restaurants and fast food stores, 
larger portions of food offering better 'value' for money, increased frequency of 
eating occasions, rising use of soft drinks to replace water, and a decrease in 
frequency of family meals".[1141 These obesity-promoting environmental factors 
have been collectively referred to as an 'obesogenic' environment.[38l 
5. Behavioral Economic Viewpoint 
Finkelstein , a behavioral economics expert, wrote: "Economics is at the 
heart of the obesity epidemic. Economic forces have made it easier and cheaper 
to consume high-energy, tasty, affordable foods and have allowed us to be 
increasingly sedentary at work , at home, and in between ."[11 51<P· 1520> Finkelstein 
makes the argument that excess food consumption is due to the relative drop in 
the cost of food over the last several decades as compared to other goods, and 
in particular, calorically dense foods have become much cheaper. Advances in 
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mass food production , as well as government subsidies of corn and soy, which 
are the ingredients of many of these energy dense foods, have contributed to the 
lower cost. These decreases in the 'acquisition cost of food' have spurred the 
growth of fast food restaurants, convenience food stores, and vending machines. 
The net result is that Americans are eating more. Since the late 1970's, men 
have increased their calorie intake by 80 calories per day, and women by 360 
calories per day.r1161 Children have increased their caloric intake as well; 
adolescent boys have increased by 250 calories per day, and adolescent girls by 
120 calories per day.r11 71 
Juxtaposed to the decreased cost of food is the increased cost of energy 
expenditure. People can now earn higher pay with jobs that require little physical 
activity. Increasing physical activity during leisure-time also requires that one 
gives up doing other things they might otherwise prefer or need to do. Finkelstein 
refers to this as lost "opportunity cost" and concludes that: "Classical economic 
theory suggests that, given all possible choices , individuals will choose the 
options that make them best off (in economic terms, they make the choices that 
maximize their utility) given their preferences and constraints . These choices 
concern where they work , how much they eat and exercise, and whether they 
engage in activities to control excess weight, among others. "r11 5l(P 1522l 
6. Summary 
There are several theories that seek to explain how the obesity epidemic 
has come to be[97 · 98 · 1151 Various factors have been identified that contribute 
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independently, and also interact with each other; genetic,[96l biological ,[97l 
socia1 ,[99 · 11 0lenvironmental,[98· 114land economic.[11 5l Understanding the 
comprehensive and interconnected factors that contribute to obesity helps 
provide insight as to why weight loss, and maintenance of weight loss is 
extremely difficult for most individuals. £241 
The entire U.S. population is exposed , to varying degrees, to the multitude 
of factors that influence health behaviors associated with obesity. Children are 
particularly vulnerable because they have less control over their own 
environment, especially their food choices and physical activity options. Due to 
the numerous, interactive, social and environmental factors associated with 
obesity, researchers have reached the conclusion that interventions designed to 
prevent or reduce obesity are unlikely to succeed if they only deal with the 
individual , and not with the individual 's social and physical environment. The 
prevention and reduction of obesity will require a broad-based , comprehensive 
solution .[118l The multiple causes of the obesity epidemic greatly increases 
the complexity of efforts to develop effective community based strategies 
to help children and adults prevent and reduce obesity. 
D. Community Coalitions 
1. Community Coalitions to Address Obesity 
Community coalitions are especially well-suited to align with the 
recommended broad-based , comprehensive solution to address obesity. They 
typically work at policy, community, and organizational levels to facilitate health 
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improvements at the individual level. Due to the high prevalence of overweight 
and obesity, as well as the multiple environmental and social factors present 
within a community, a community coalition can help mobilize many organizations 
and individuals to reach more broadly across and deeper within the community. 
This unique position and infrastructure has been recognized at the 
national level. Community coalitions are being offered financial incentives to 
develop community-based prevention strategies that reduce obesity and chronic 
disease, and can serve as models for other locations. An estimated 
$900 ,000,000 in grants may become available as part of the Community 
Transformation Grants which are funded by the Public Health Prevention Fund, a 
component of the Patient Protection and Affordable Care Act (PPACA), and will 
be distributed to state and local governments, and community-based 
organizations . The purpose of this program is to create healthier communities by: 
a) building capacity to implement broad evidence and practice-based policy, 
environmental , programmatic and infrastructure changes , as appropriate , in large 
counties , and in states, tribes and territories , including in rural and frontier areas, 
b) supporting implementation of such interventions in five strategic areas that 
are aligned with the Healthy People 2020 focus areas, and c) achieving 
demonstrated progress in the five performance measures which are: 
improvements in weight, changes in proper nutrition , changes in physical activity, 
changes in tobacco use prevalence, and changes in emotional well-being and 
overall mental health . [46 · 119 · 1201 
45 
2. Coalition Definition 
Butterfoss describes community coalitions as a collaborative partnership 
which exhibit "inter-organizational , cooperative , and synergistic working 
alliances."[121 1 Brown defines a coalition as "an organization of diverse interest 
groups that combine their human and material resources to effect a specific 
change that members are unable to bring about independently.[122l 
Community coalitions often include local government officials , nonprofit agencies, 
business leaders, and interested citizens who come together in formal , organized 
ways to address shared social problems.l1231 They operate across a broad 
spectrum; on one end is a 'top-down ' approach, led by social planning experts 
and sometimes referred to as 'research-led', on the other end is a 'bottoms-up' 
approach, which is led by 'grass-roots' community organizing and is also referred 
to as 'community-based '.[124• 1251The research-led coalition is the type most often 
reported in the scientific literature, which is expected due to of the research 
context of the coalition. The number and proportion of coalitions that are 
community-based is unknown, due to the lack of formal public reporting such as 
a coa lition registry, or similar type of information source. However, it is 
estimated that they make up several thousand across the U.S. today. [231 
This investigation will focus on community-based coalitions working to 
reduce or prevent obesity. There is little information about how these types of 
coalitions differ from other coalitions . However, their goals and objectives 
typically include improving nutrition and physical activity by promoting healthy 
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lifestyle behavior and healthy environments. They often work with schools in an 
effort to improve the environment for children.[991 
3. History and Context 
Community-based prevention programs stem from efforts beginning in the 
1960's to reduce the high rates of cardiovascular disease found in the United 
States and other industrialized countries . The early programs generally were 
based on a medical model, focusing on the identification and treatment of high-
risk individuals.[126· 1271Geoffrey Rose, an eminent epidemiologist, whose ideas 
have been credited with transforming the strategic approaches to improving 
population health provided the epidemiologic foundation to support the principle 
that; "a large number of people exposed to a low risk can result in many more 
cases of disease than a small number of people exposed to a high risk."[1281 Rose 
demonstrated that a "population strategy" of prevention can have sizable 
population health effects, particularly when addressing behaviors and conditions 
that are highly prevalent within a population. 
The recognition of behavioral influences on health also was emerging in 
the 1970's as a result of epidemiological evidence presented by the Framingham 
Heart Study and the Surgeon General 's Report on Smoking .[129· 1301The concept 
of reducing multiple risk factors to prevent heart attack and stroke began to be 
embraced because of the mounting evidence of the cumulative role of multiple 
risk factors . [1311 Multiple risk factor intervention trials (MRFIT) were developed by 
prevention strategists , Richard Remington , Jeremiah Stamler, and Henry Taylor, 
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who in 1969 submitted to the National Institutes of Health (NIH) the first MRFIT 
proposal , nicknamed "JUMBO" because of its complexity. The MRFIT approach 
was adopted by the research community because of the perceived urgent need 
to answer the research questions, even though the NIH reviewers were unable to 
reach consensus.[1321 Three demonstration projects in the U.S. got underway in 
the late 1970's; the Stanford Five-City Project, the Minnesota Heart Health 
Program, and the Pawtucket Heart Health Program. All were rigorously designed 
and well-funded projects evaluating the effectiveness of comprehensive , 
community-wide health education interventions aimed at reducing the risk of 
cardiovascular disease at the population levei.[1331The first published report 
appeared in the Journal of the American Medical Association in 1982.[1341 
These comprehensive intervention and demonstration trials , especially 
those for the prevention of cardiovascular disease, used community-organizing 
approaches as the implementation tactic for specific program components. [127• 
135
-
140lln these comprehensive interventions, researcher's largely developed the 
interventions and created the implementation plan. The evaluations measured 
the results (health outcomes) of the intervention, [137· 1391 but the evaluation of the 
role of the community efforts was not typically part of these demonstration 
projects, perhaps due to the lack of experience regarding collaboration with 
communities , and lack of definition of the role the community could play to 
enhance the development and implementation of these complex interventions. 
Even without formal measurement systems in place, experience during these 
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community trials revealed several key issues about working with communities: 1) 
increased participation by community leaders helped reach a greater number of 
people and a more diverse population within the community, 2) the lack of 
community participation in the decision making process about the intervention 
components and implementation created conflicts that could have been avoided 
if the community was included in the earl ier stages of intervention planning, and 
3) the ability of the community to sustain the intervention once the research 
project was completed needed to be considered as part of the development 
process. r141 llf the intervention were not developed in such a way that the 
community could sustain it without continued external funding sources, and the 
technical assistance of the research community, then it would be unlikely to be 
sustained over the long term. The net result, in that scenario, would be that the 
intervention would be limited to a research project, rather than be applied as a 
population solution. 
Lessons learned from these resea rch-based community trials informed the 
community health initiatives that began in the late 1980's. These initiatives were 
funded by government and private foundations looking at collaborative 
partnerships, as the unit of analysis, rather than as a strategy of a broader 
intervention . In fact, there was a 50-fold increase in the number of research 
studies and scholarly articles referring to coalitions; beginning with 80 between 
the years of 1980 and 1984, and increasing to 5,295 between the years 1995 
and 1999.r23l 
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4. Factors Related to Coalition Effectiveness and Success 
Coalition effectiveness can be assessed and measured by factors 
involved with their internal work, which includes activities needed to build and 
sustain the coalition , such as building membership capacity, sustaining 
participation , continued growth of relationships, and the development of the 
vision and goals. Coalitions can also be measured by factors involved with their 
external work, which focuses on task oriented behaviors to achieve the coalition 's 
goals, such as development of a strategic plan , which includes the selection and 
development of the intervention and the implementation plan , obtaining funding 
sources, if needed, and ultimately, to effect improvements in population 
health.l1421 
In 2001 , Foster-Fishman publ ished the results of a qualitative analysis of 
80 articles, chapters , and practitioners' guides that focused on collaboration and 
coalition functioning . Over 70 factors were identified that help facilitate the 
success of community collaboration . These factors were grouped into four 
categories; member capacity, relational capacity, organizational capacity, and 
programmatic capacity, all were considered 'critical', with no hierarchical order of 
importance.[143l The challenge with putting these results into practice is that no 
single organization could successfully implement and manage 70 different factors 
without committing substantial resources to manage the large number of factors 
and activities. The authors did not make a compelling argument that all of the 70 
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processes were, in fact, 'critical' meaning that a coalition could not experience 
some level of success without having implemented all 70 processes. 
In 2006, Zackos[142land colleagues embarked on a study designed to 
ascertain whether there are evidence-based coalition-building factors that can be 
empirically linked to coalition effectiveness, either their internal functioning or 
external activities. They attempted to answer the following questions with the 26 
studies that met the selection criteria: "What explains coalition effectiveness?" 
and "What evidence guides practitioners in building effective coalitions?" The 
studies identified 55 coalition-build ing factors that were associated with indicators 
of the coalition's effectiveness. Only six coalition-building factors were found to 
be associated with indicators of effectiveness in five or more studies: 
• formalization of rules/procedures, 
• leadership style , 
• member participation, 
• membership diversity, 
• agency collaboration , and 
• group cohesion. 
However, there were discrepancies in how these factors were defined and 
measured . For example, eight studies found relationships between leadership 
style and indicators of effectiveness, but leadership style was measured in five 
different ways: incentive management,[144l task focused,[145· 146l shared 
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leadership, [147· 1481 empowering/ collective , [149• 1501 and multiple characteristics . The 
authors cautioned drawing conclusions about these associations. They 
suggested that the lack of theory-informed research was a contributing factor to 
the diverse and disparate results . They stated : "It appears that investigators 
selected coal ition-build ing factors and outcomes based on previous empirical 
findings, experience, or trial and error"(p 358l 
In 2007, Frances Butterfoss, a leading expert in the field of developing , 
sustaining , and evaluating coalitions , identified four 'essential ' coalition 
processes; communication , problem solving, effective decision making , and 
resolving conflict. [1511 She identified a further eleven factors that can help a 
coalition be successful : community readiness, structural and organizational 
capacity, broad and diverse coalition membership, strong and inspired 
leadership , paid and competent staff, relationships , planning and taking action , 
diversified funding sources, training and technical assistance, research and 
evaluation , and taking the long view.[151l 
Unfortunately, the current literature provides little consensus on evidence-
based coalition-building factors that contribute to coalition effectiveness. The 
expert opinion of Butterfoss may be useful to help to establish benchmarks in 
practice, but it is not sufficient to justify the selection of a specific factor, as a unit 
of analysis , in relation to studying coalitions and their ability to affect health 
outcomes at a community level. 
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5. Community Coalitions and Health Outcomes 
In 2000, Kreuter completed a systematic review of 68 qualifying studies of 
changes in either individual health or health systems, associated with the efforts 
of community-based coalitions, but could find only six documented examples 
where such change had occurred (less than 10% of the stud ies) . Kreuter 
summarized by stating : "Funders and practitioners may be expecting too much 
from these increasingly popular mechanisms and may not be asking the right 
questions when evaluating collaborative activity".r152l (P.49) 
Also in 2000 , Roussos and Fawcettf14 11 reviewed 34 separate studies 
describing the effects of 252 collaborative partnerships, and stated : "Two broad 
conclusions can be drawn about the published literature on collaborative 
partnerships for community health improvement: collaborative partnerships have 
become an increasingly popular strategy, and only limited empirical evidence 
exists on their effectiveness in improving community-level outcomes. " p. 370 They 
did acknowledge that some improvement was found in population outcomes in 
some studies, but found the methodological limitations and the small magnitude 
of effect to be problematic: "Altogether, findings from these instances of what are 
mostly case studies (with various threats to internal and external validity) are 
insufficient to make strong conclusions about the effects of partnerships on 
population-level outcomes ."(P 375) "Taken together, findings from the reviewed 
studies suggest that collaborative partnerships can contribute to widespread 
changes in a variety of health behaviors , but the magnitude of these effects may 
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not be as great as intended". (p.376) Perhaps the most striking statement was: 
"Weak outcomes, contradictory results, or null effects were found in even the 
most methodologically rigorous studies".(P 380) The concluding statement could 
lead one to presume that one of the reasons why many of the studies, with less 
rigorous designs and methods, found small or null effects was due to the study 
methodology but, in fact, the small magnitude of effect associated with 
. community coalitions and community-based outcomes may be due to other 
limitations, including the possibility that the community coalitions are an 
ineffective mechanism to produce large population-based health effects. 
Berkowitz echoed this sentiment in 2001 by stating that: "The reviews 
themselves are rigorous , balanced , erudite, and impressive. But the findings 
themselves are inconclusive at best. While desired change does sometimes 
occur, overall the documented research evidence for positive coalition or 
partnership outcomes is weak, or, in stronger language, conspicuous by its 
rarity . " [23](p 220) 
In 2003, Merzel wanted to understand whether the health issue being 
studied might be a factor that influences the effectiveness of community-based 
programs and their ability to produce measurable change in population-based 
health outcomes. Merzel published the results of a systematic literature review 
of 32 community-based programs including the prevention of cardiovascular 
disease, smoking , cancer, substance abuse and HIV. The research team found 
that although many community-based programs had little to modest impact, there 
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was a notable exception with a number of HIV prevention programs.r1531 What 
were the critical factors that influenced the success of the HIV prevention 
programs? Merzel proposed several possible explanations: the general reliance 
by the HIV studies using self-reported data , as compared with clinical markers 
found in other studies, a strong emphasis on changing social norms regarding 
risk behaviors and increasing the social acceptability of risk avoidance, and the 
perceived severity of the health implications by the at-risk population . [1531 
6. Community Coalitions and Obesity Outcomes 
What does the literature say about community-based coalitions and their 
ability positively affect obesity-related , population-based health outcomes? 
Consistent with the literature regarding community coalitions working to improve 
health behaviors , there is also limited evidence that community coalitions can 
effectively prevent and reduce obesity. 
In 2007, Economos published the results of a community-based 
environmental change intervention targeting obesity and children grades 1 to 
3.r41 1 The 'Shape Up Somerville' program, was designed to increase physical 
activity options and the availability of healthful foods within the schools , home, 
and community environments. In this non-randomized controlled study, the city of 
Somerville , Massachusetts served as the intervention community, and two other 
socio-demographically matched communities served as the control groups. The 
study ran over a three-year period. However, the results published in 2007 were 
the resu lts found after only one year of the intervention . BMI z-score change , the 
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estimated change in standard deviation from the population mean was the main 
outcome measure. The BMI z-score decreased (- .1 005, p = 0.001, Cl = -.1151 to 
-.0859) compared with children in the control communities , after controlling for 
baseline covariates.1411 According to Economos, prior to this study "only a few 
school-based interventions and no community-wide interventions, targeting 
changes in behaviors such as screen time, physical activity, and dietary intake 
have demonstrated success in obesity prevention. "1411Additional findings over the 
three years of the study were published as demonstrations of the feasibility of 
particular aspects of the intervention , including the adoption of improved school 
lunch menus and approaches to involve participation by local restaurants, as well 
as the various factors that contributed to the success of the initiative.1154· 1551 
However, The Guide to Community Preventive Services/ 1561 which is a 
CDC sponsored free resource to help communities select evidence-based 
programs and policies to improve health and prevent disease, does not concur 
with the claim regarding school-based interventions. This web-based resource 
assimilates systematic reviews produced by the CDC's Task Force on 
Community Preventive Services on various interventions designed to maintain or 
achieve healthy weight utilizing nutrition , physical activity, or combinations of 
these interventions, and other behavioral interventions in community settings. 
The evidence related to obesity, as evaluated by the Task Force , is fairly limited 
to date. 1511 The Task Force has found sufficient evidence to recommend 
behavioral interventions to reduce screen time, multi-component coaching or 
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counseling interventions, and interventions delivered in the worksite . The Task 
Force found insufficient evidence in school settings primarily because of the 
limited number of qualifying studies reporting non-comparable outcomes.r157l 
In 2010, Chomitz published the results of a community-based participatory 
research (CBPR) project that aimed to reduce obesity in children , grades K-5 , 
over a three-year period in Cambridge, Massachusetts. The program called 
'Healthy Living Cambridge Kids ' was a multi-component intervention that 
targeted community, school , family , and ind ividuals . Body mass index (BMI) z-
scores (the standard deviation from the population mean) decreased from 0.67 to 
0.63 (P < 0.001) . The proportion of obese children decreased from 20.2% to 
18.0% (P < 0.05). 
Although the existing evidence regarding proven community-based 
obesity interventions is very limited , the fact that it does exist provides some 
evidence that obesity related outcomes can be achieved in communities where 
obesity coalitions have organized and implemented interventions. Until further 
research provides more proven evidence, much can be learned from the field in 
understanding how existing community-based obesity interventions have 
achieved measurable and positive changes in obesity-related health behavior or 
health policy. This practice-based insight can help provide some much needed 
guidance for practitioners and researchers regarding community-based , obesity 
interventions design. 
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7. Challenges with Evaluations of Community Coalitions and Outcomes 
Kreuter[152l and colleagues have suggested that while there is some 
evidence that community-based coalitions can be effective there are also 
challenges. They propose the following possible explanations for these 
challenges: "1) community-based collaborative mechanisms are inefficient and or 
insufficient mechanisms for carrying out critical planning and implementation 
tasks, 2) expectations of health status or health systems change outcomes are 
unrealistic, and 3) health status or health systems changes may occur but may 
go undetected because it is difficult to evaluate or demonstrate a cause-and-
effect relationship ." Merzel[1531 agrees with Kreuter's last point, and adds the 
following explanations for the modest impact of community-based prevention 
programs: 1) lack of community participation , 2) methodological limitations, and 
3) limitations with the interventions themselves .[1531 A more detailed explanation 
of each of the limitations follows : 
a) Low utilization of community resources 
Few projects have embraced and adopted the key principles of 
community-based health promotion, which emphasizes facilitating community 
capacity,[158l and establishing true community partnerships , in which researchers 
and communities share decision making and resources.[159l In fact, most of the 
published scientific literature regarding community interventions involves' 
research-led ' or 'top-down ' coalitions, which typically limits involvement from the 
community to focus on program implementation and compliance. 
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Establishing community ownership or involvement is challenging when 
outside agencies define the issues and control the resources.[160lThe 
accomplishments of some successful programs, such as the HIV programs 
previously mentioned, suggest that obtaining considerable community input, for 
both the development and delivery of interventions, should be considered 'critical ' 
aspects of community-based health promotion .[153l 
b) Methodological/imitations 
o Low statistical power: The unit of analysis in the evaluation of community 
effectiveness is the community itself, and perhaps including the health 
outcome of interest. Ideally, there are several communities involved in an 
evaluation; the intervention community and control communities. However, 
financial , logistical , and political issues often limit the number of 
communities that can be included in a given evaluation, which results in 
lower statistical power. This is considered to be a major challenge to 
evaluating the impact of community interventions.[161 l 
o Sampling issues: The majority of studies are quasi-experimental designs 
with matched comparison communities . Identification of communities with 
comparable characteristics is difficult to achieve,[1621 especially given the 
complexity and changing nature of communities . 
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o Influence of secular trends: Intervention effects in both the target and 
comparison communities can be decreased or increased, by trends in US 
culture regarding attitudes toward health behaviors such as diet, smoking 
and exercise. For example, in the Stanford Five-City Project, 
improvements in cardiovascular risk knowledge and decreases in smoking 
were found in all communities , while BMI increased in all communities , 
which was consistent with the national trend .1163l 
o Complexity of measurements: Many of the evaluations attempted to 
measure change at the individual level such as reductions in weight, blood 
pressure, diet-related behaviors , and smoking. 11371 However, these 
measures are difficult to assess across a broad , dynamic population base 
and changes often depend on larger level social changes.1164l 
Goodman1158l suggests that current evaluation methodology may not be 
sufficient to measure such complex change as that found in community-
based programs. He proposes that more complexity in the assessment 
itself is needed to address the complexity found in the community 
environment; measuring impact at the social level, policy level, and 
triangulation of data including quantitative and qualitative methods.l158l 
o Insufficient time: Goodman and colleagues propose that one of the 
reasons that community outcomes have not been forthcoming is that the 
studies have not allowed sufficient time. They propose that perhaps it will 
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take five or more years to develop and manage strategies that are 
coordinated among several agencies, to implement prevention programs 
and services, and to monitor the programs and policies that ultimately may 
result in the desired change in health behavior. [158l 
o Research design and methods: Berkowitz states that one of the primary 
reasons results are weak is " ... because we have gone about seeking 
those outcomes incorrectly. Conventional evaluation may be too blunt and 
indiscriminate a tool , unlikely to detect finer-grained successes, or failures . 
The conventional scientific apparatus is in a sense too strong ; it can 
actually blur results ; more delicate probes are called for." Berkowitz adds 
that an "alternative position is that coalitions and collaborations are simply 
too complicated to be adequately evaluated by the scientific methodology 
that is now available , and that the truth about their overall impacts and 
determining factors will continue to escape us".f23l 
o Natural settings: Gabriel describes the process of evaluating community 
interventions as trying to capture a "moving target" because these 
interventions occur in real-life , natural settings, where local conditions vary 
greatly and change regularly . He further recommends: "Reporting 
strategies must forego researchers ' penchants for over-analyzing data in 
favor of getting the information into the hands of practitioners who can use 
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it. He continues with ; "evaluators must become partners to prevention 
professionals , adapting their designs, assessment techniques, and 
reporting strategies to fit the local context and needs. [165HP·339l 
c) Limitation of the intervention 
By the end of the 1990s, the focus on individual "lifestyle" behaviors as the 
primary prevention strategy began to shift to a social-ecological framework.r1661 
Comprehensive intervention models have evolved to address individual behavior 
as well as social , organizational , community, and policy level components .r167· 1681 
Programs that incorporate multiple levels (policy, social, organizational) beyond 
the individual level have the potential , to be more successful in changing health 
behaviors , although are largely yet to be proven. [139• 169· 1701 
d) Summary: Challenges Evaluating Community Coalitions 
In addition to seeking enhanced methodological rigor, add itional progress 
can come from a multi-methods approach utilizing qualitative analysis, case 
studies , and triangulating of a number of methodologies, as Goodman suggests , 
to better understand and realize the full value and impact that community-
coalitions could have on population-based health outcomes. 
The other critically important element is the intervention itself. The 
intervention is the independent variable , the "cause" in the cause-and-effect 
association . The scarcity of proven evidence-based , comprehensive , socio-
ecolog ic interventions at the community level is a significant challenge for 
community-based coalitions . This is especially relevant for obesity interventions 
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at the community level. Developing effective strategies to bring individuals into 
energy balance is particularly challenging due to the complex nature of the 
problem , but with the added complexity of the community as the target 
population , the intervention needs to be feasible and relevant to the local 
population to increase the chance of success. 
8. Unique Challenges of Obesity-Related Community Coalitions 
Despite the lack of empirical evidence that community coalitions can 
effectively improve obesity-related health behaviors in their communities and the 
lack of proven socio-ecologic interventions to effectively address obesity at the 
community level , [1711 federal agencies are actively encouraging local 
governments and communities to take more action to prevent obesity because 
they are viewed as best positioned to address the complex environment of where 
people live, work, play and learn. [42· 491 These agencies include, among others, 
the Task Force on Community Preventive Services, established by the Centers 
for Disease Control and Prevention (CDC) in collaboration with other federal 
health agencies, which recommend a focus on community-based prevention and 
control strategies,[1721 and The Institute of Medicine's Committee on Capitalizing 
on Social Science and Behavioral Research to Improve the Public's Health which 
endorses a similar perspective, emphasizing a social environmental approach to 
health promotion interventions . [1731 
In striking contrast to the lack of evidence and proven intervention models, 
is the vast number of strategies, recommendations , and tool kits available to a 
63 
community. The sheer volume of recommendations creates a significant 
obstacle for coalitions with what Sheena Iyengar terms "choice overload". l1741P 530 
A growing body of research suggests that when presented a large set of choices 
individuals tend to put off making the decision , sometimes indefinitely, or make 
choices that are simply the most simple.l175-1771 1yengar suggests that based upon 
earlier work by Miller,l178l the maximum number of choices for any decision is 5, 
plus or minus 2, depending upon the complexity of the choices and the expertise 
of the individual(s) making the choices. [1741P· 191 Choices with less complexity or 
those made by experts in a given domain, help decision making involving a 
higher number of choices.l1741 1n a 2010 study involving gambling odds, Iyengar 
found that when given more choice (11 choices) participants were four times as 
likely to choose the simplest option as compared to choosing between only three 
options.l1791 1n other words, the simplest option is selected more frequently when 
individuals are presented with a larger choice set. This behavior was also 
observed when studying choices made by employees in relation to their 401 (k) 
plans. The larger the set of choices , the more likely the employee was to choose 
the simplest option , often money market or bond funds , as opposed to equity 
funds.l1791 Difficulty in managing decisions related to a large number of choices is 
further amplified by the complexity of the choices. As information about the 
choices increases, individual's ability to process the information related to each 
choice decreases.l1801 
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The result of the appeal for simple options in situations where there are 
many, complex choices can lead to inferior health interventions selection and 
ultimately decrease the effectiveness of the intervention from the outset. The 
choice and information overload is particularly problematic in the selection of 
obesity interventions because they are inherently complex, due to the numerous 
factors that influence obesity as discussed earlier, and the large number of 
choices available. The overview below il lustrates the large number of choices for 
recommended action on obesity at the community level. 
o In 2001 , the Surgeon General's office published "The Surgeon General's 
Call to Action Prevent and Decrease Overweight and Obesity", which 
identified 95 strategies to address obesity across five domains: 
communities and families , schools , health care , media and worksites .[181 l 
o In 2009, the CDC published "Recommended Community Strategies and 
Measurements to Prevent Obesity in the United States". This expert-led 
panel , the Measures Project Team, completed a review resulting in the 
identification of 791 potential obesity prevention strategies. The review 
was narrowed to focus on environmental strategies, which resulted in 179 
environmental or policy-level strategies for obesity prevention . A final set 
of 24 strategies across the following 6 domains were ultimately 
recommended : availability of affordable healthy food and beverages , 
support healthy food and beverage choices , encourage breastfeeding , 
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encourage physical activity and limit sedentary behavior, create safe 
communities that support physical activity, and encourage communities to 
organize for change.r421 
In 2010, the Task Force on Childhood Obesity, as part of First Lady 
Michelle Obama's Let's Move initiative, published "Solving the Problem of 
Childhood Obesity within a Generation". This report identified 70 
strategies across five pillars: early childhood , empowering parents and 
caregivers , healthier foods in schools, access to healthy food and 
increasing physical activity.r1821 
In addition to the federal agency recommendations , many states 
agencies and organizations in Massachusetts have also added their own 
set of recommendations to address obesity: 
In 2005, the Massachusetts Partnership for Healthy Weight published the 
"Health of Massachusetts: A Coordinated Response to Overweight and 
Obesity". This report identified 18 recommendations strategies across 5 
domains: young children, schools , health care , worksite , individual and 
personal.[1831 
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o In 2007, the Massachusetts Department of Public Health (DPH) identified 
obesity prevention as one of the top priorities. A comprehensive initiative 
known as "Mass in Motion" was establ ished along with an Obesity Task 
Force.[1841 The Task Force produced a report in 2008 called "Mass in 
Motion: A call to Action", wh ich identified causes of obesity and produced 
action plans for 4 domains: cities and towns, worksites, schools and health 
care sites.[1851 
Numerous "Tool Kits" by various organizations have also been developed 
in an effort to support communities working to reduce obesity: 
o The Robert Wood Johnson Foundation (RWJF) and The Council of State 
Governments produced The "Childhood Obesity Tool Kit" in 2007 primarily 
focusing on school food policies.[1201 
0 The First Lady Michelle Obama's Let's Move campaign produced two tool 
kits in 2011 ; "Let's Move! Cities and Towns: Toolkit for Local Officials" 
focusing activities toward parents and caregivers in early childhood , 
schools , access to healthy foods and physical activity, [1861and "Let's Move! 
Toolkit for Faith Based and Neighborhood Organizations", focusing 
activities that 'help transform neighborhoods, engage communities , and 
promote healthy choices '.[1 221 
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Leadership for Healthy Communities, a RWJF program, published the 
"Action Strategies Toolkit" in 2011 which focuses on the built environment 
and access to healthy foodsY 871 
The National League of Cities, the Institute for Youth, Education, and 
Families, and the American Association of School Administrators 
produced a technical assistance kit called the "Comprehensive City-
School Strategies to Reduce Childhood Obesity" in 2010 which highlights 
activities in six cities across the US that have created obesity initiatives 
and provide lessons learned for other cities. [991 
o The Unites States Conference of Mayors produced an extensive 
document in 2008 titled "Best Practices: At Risk Youth , High School Drop-
Out Prevention ". The report provides a high level summary regarding 
activities that cities have pursued to help youth , including obesity 
prevention . [1881 
o "Taking Action against Childhood Obesity in Communities of Color" , was 
produced by Motivational Educational Entertainment Productions Inc., 
experts in understanding and communicating with urban and ethnic 
audiences, and funded by the RWJF. The tool kit provides 
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recommendations based on parent/caregiver focus groups, forums with 
community leaders along with in-depth interviews with top experts in 
physical activity and nutrition , grassroots advocacy and public health .[108l 
The number of recommendations is substantial which makes the amount 
of information difficult to manage and process in an effort to choose and decide 
on the best intervention for the community. In addition, the evidence regarding 
whether these suggestions have been tried and tested in a community setting , 
whether they are replicable , and what type of resources are required to 
implement and maintain them is lacking . The lack of this practical information , 
along with the sheer number of choices and the complexity of the choices, makes 
for a challenging context in which to make critical decisions. 
9. Planning and Selecting Interventions 
Selection and design of a community-based intervention is an essential 
'outward task' that needs to be completed prior to the coalition being able to 
proceed with further planning or implementation . This task is typically completed 
during the formative or planning stage of a coalition 's lifespan. 
Researchers and practitioners agree that distinct stages, typically three or 
four, of community coalition development occur over time, with earlier steps often 
being revisited at later times if the need arises. [1891 However, the naming 
convention of the stages and the specific tasks that should be accomplished at 
each stage differ among practitioners and researchers . 
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Butterfoss, Goodman, and Wandersman!1211 have proposed four stages: 
formation , implementation, maintenance, and outcomes. The latter stage 
identifies the need for a formalized assessment process. Fawcett, Paine, 
Francisco, and Vliet!1241 have also proposed three stages: planning, intervention , 
and outcomes and Florin , Mitchell , and Stevenson[1901have suggested six 
stages; mobilizing, establishing structure and function, building capacity for 
action, planning for action , implementation, refinement, and institutionalization' . 
Each of the frameworks diverges somewhat with regards to the stages 
that occur in later periods, but all agree on the first stage, as the formative or 
planning phase. The planning phase is of primary interest in this dissertation 
project because one of the primary activities in this phase is the selection and 
design of the intervention . This is the phase where critical decisions are made 
that will lay the foundation of the coalition activities for months and years to 
come. All future implementation, measurement, and evaluation processes 
depend upon the intervention developed during this time.!124l 
The model by Goodman!1581is a preferred framework as it specifically 
includes the selection and design of interventions as one of the tasks 
accomplished in phase I or the formative stage. In Goodman's model , phase I is 
the coalition formation stage where the coalition works to produce planning 
products, including the selection and design of the interventions, establishes 
organizational structure, recruits members from multiple sectors of a community 
and initializes mobilization planning . Phase II is the implementation stage, where 
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activities are related to 'operationalizing ' the interventions. Phase Ill is the stage 
where institutionalization of the program, policies occur. (Figure 2.4) 
Figure 2.4. Coalition Phases and Related Activities 
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Source: Schematic created from content provided by Goodman RM , W.A. , 
Chinman M, lmm P, Morrisey, E. , An ecological assessment of community-based 
interventions for prevention and health promotion: Approachhes to measuring 
community coalitions. American Journal of Community Psychology, 1996. 24(1 ): 
p. 33-61 . 
10. Decisions in Planning Phase 
There are many factors that can influence the effectiveness of commun ity-
based coalitions such as the local political climate , the ability to raise necessary 
funds , and numerous internal functions such as leadership capacity and the 
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background and experience of individual members.[142· 143· 151 l However, one of 
the critical factors associated with coalition's ability to achieve measurable 
outcomes are the interventions themselves.[121l 
Butterfoss recommends that coalitions should investigate potential 
interventions to determine if they are proven; whether the intervention has been 
tested and found to be effective.[151 l Butterfoss explains: "Proven interventions 
are backed by at least one credible, scientifically rigorous study showing the 
program improves at least one indicator."[151 lP·396 Proven interventions are 
preferable because it is expected that, if replicated , they would be more likely to 
achieve positive outcomes. The next preferred approach would be to select 
promising interventions or practices. Promising interventions have some 
evidence that they address an underlying cause of the health issue, and that they 
could potentially affect the health issue, but they are untested as an intervention 
that impacts the health outcome directly.[151 lUnfortunately for planning purposes, 
the practice-based evidence, or proven strategies, regarding outcomes of and 
processes used by effective obesity interventions at a community level is very 
limited .[51 l The number of promising interventions for obesity is substantial , which 
makes the process of gathering, managing, and assessing the options extremely 
difficult. These decisions, with are fraught with choice and information overload , 
are especially challenging for community-based coalitions who value the process 
of working in collaboration with multi-sector stakeholders when making 
decisionsY 91 l 
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This preference for decisions that embrace proven evidence-based 
interventions has evolved from a medical decision-making paradigm . Sackett 
defines evidence-based decisions as the "conscientious, explicit, and judicious 
use of current best evidence in making decisions about the care of individual 
patients. The practice of evidence-based medicine means integrating individual 
clinical expertise with the best available external clinical evidence from 
systematic research ."1192](p.?1) Evidence-based, best practices in medicine are 
supported by systematic reviews of rigorous research, with an emphasis on 
control of internal validity. 1501 Although the human organism is highly complex, it is 
also fairly homogeneous, which enables the ability to reproduce results over 
many studies that ultimately are included in the systematic reviews . 
However, evidence-based, best practices in population health 
management are much more challenging due to the heterogeneity of the various 
social and environmental factors that influence individual health and health 
behavior. Green suggests that the lack of evidence and best practices in many 
population health management interventions could be due to type II 
measurement errors in research methods as discussed in earlier sections . He 
suggests replacing evidence-based best practices used in the medical model to 
"best practices for the process of planning for most appropriate interventions for 
the setting and population" .. . .. "health promotion research can promise to 
produce a generalizable process for planning, not a generalizable plan".150l P173 
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The CDC-sponsored Guide to Community Preventive Services (U.S . 
Preventive Services Task Force) has the potential to influence the selection of 
best practices or best processes, but today the guidelines for managing obesity 
at the community level are very limited .[511 Identifying 'best practices' in 'decision 
making processes' used during the selection of interventions to prevent or reduce 
obesity can be a useful source of information for other community-coalitions who 
endeavor to address obesity in their communities. 
11. Summary of Community Coalitions 
The process of choosing obesity interventions at the community level is 
limited by the lack of proven interventions or evidence-based best practices. The 
process of choosing promising interventions is extremely challenging for non-
expert decision makers involved in community-based coalitions on obesity due to 
the large number of choices as well as the complexity of the intervention. This 
context increases the risk of either choosing the simplest option , which may 
ultimately reduce the effectiveness of the intervention and waste the limited 
resou rces of a community, or risk making no decision at all which will leave the 
implications of obesity insufficiently addressed in the community. Qualitative 
inquiry regarding the 'best processes' for decisions related to obesity intervention 
selection and design can help provide community-based coalitions with some 
much-needed guidance. 
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Ill. CHAPTER 3: RESEARCH DESIGN AND METHODS 
A. Context 
Due to the scarcity of evidence-based interventions designed to improve 
obesity rates at the community level that are proven; interventions that have 
been tested and found to be effective ,[1511 and the large number of 
recommendations that are promising; as well as some evidence they address an 
underlying cause, but are yet untested , [151 1 commun ity-based obesity coalitions 
could benefit from learning from communities who have had some success 
addressing the issue. We can best understand the processes by studying and 
analyzing existing community-based coal itions who have had success in 
choosing , designing , and implementing obesity related interventions in their 
communities. 
B. Rationale for Qualitative Approach 
Current evaluation methodology utilizing predominantly quantitative 
research design may not be sufficient to measure the complexity in community-
based programs. [1581 Berkowitz[231 emphasizes measurement challenges with 
community coalitions by stating : "coalitions and collaborations are simply too 
complicated to be adequately evaluated by the scientific methodology that is now 
available, and that the truth about their overall impacts and determining factors 
will continue to escape us."(P-224) Berkowitz also offers that " ... we have gone 
about seeking those outcomes incorrectly. Conventional evaluation may be too 
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blunt and indiscriminate a tool, unlikely to detect finer-grained successes, or 
failures. The conventional scientific apparatus is in a sense too strong ; it can 
actually blur results ; more delicate probes are called for."(P·223l 
The search for more delicate methods of evaluation is supported by 
several other experts in the field including Schorr,[1931Goodman,r158land 
Merzel.r1531 These experts suggest that a more effective approach to study the 
impact of coalitions and their chosen interventions on community health would be 
to utilize qualitative data and analysis , either alone, or in combination with 
quantitative data . Specifically, qualitative methodology can be effectively used to 
explore existing successful approaches that can help uncover what Green terms 
'best practice' and 'best process' .1501 Qualitative methodology focused on 'best 
practice' and 'best process' of existing successful coalitions on obesity is the 
most relevant methodology to answer the research questions in this 
investigation . 
C. Rationale for Case Study Research Strategy 
There are several methods of gathering and analyzing qualitative data,r1941 
however, an overall framework or research design involving qualitative study can 
help provide boundaries that limit the number of objectives that can be 
addressed in any one study.11951 The case study research design, which can 
accommodate a variety of qualitative data gathering and analytic methods, is 
well matched to investigative conditions where : a) the intent is to study a 
phenomenon in which the boundaries of contextual influence are not clear; b) 
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systems are complex, have factors that are difficult to track, and will likely change 
over time; and c) each case and its context need to be considered as unique.[196l 
The case study approach is well suited for this investigation given that 
community coalitions are systems that are dynamic, highly complex, deeply 
contextual , difficult to measure, and have numerous internal and external factors 
that are poorly understood . In addition , the contextual boundaries between the 
coalitions and their decision-making processes is unclear. 
D. The Case Study Research Design 
1. Objectives 
To identify, understand , and compare the decision making processes in 
community coalitions in order to derive models of best practice in planning of 
community based interventions that intend to prevent or reduce obesity by 
producing changes in health policy, health behavior, or health outcomes. 
2. Case Study Protocol 
A case study protocol , which defines and articulates the steps of the 
research process, can help improve methodological integrity in case study 
research methods. [1971 The protocol was regularly reviewed throughout the 
investigation which helped keep the process on track. Compliance with the case 
study protocol can help improve reliability, which will be discussed further in the 
Managing Bias and Limitations section. A schematic of the case study protocol 
can be found in Figure 3.1. The protocol steps were: 
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• Develop the research question: Development of the research questions 
was an iterative process including a review of the literature and 
dissertation committee feedback. 
• Identify the underpinning themes: The themes were developed from an in-
depth review of the literature related to community coalitions, causes and 
consequences of obesity, proven obesity interventions, and decision 
making . 
• Determine the case, the context, and the phenomenon of interest: This 
step defines the boundaries of the case study to keep the size of 
investigation and the data analysis manageable. The research question 
and literature assisted in defining this step. 
• Determine the case study approach: A review of the different types of 
case study approaches (explanatory, exploratory, instrumental, intrinsic, 
multiple) was conducted to determine the best approach to answer the 
research question. 
• Identify the data collection methods most suitable: A determination of the 
most effective method , considering the limitations of a one-person 
investigation, guided the selection of the data collection methods. 
• Determine the analytic strategies most suitable for the data collected: A 
literature review of qualitative and case study analytic strategies, and 
consultation with dissertation committee advisors determined the strategy. 
• Reduce data into manageable chunks and groupings: Organizing the 
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themes and subthemes into descriptive and interpretive matrices helped to 
organize the data and confirm the emergent best practices and best 
processes. 
• Determine conclusion and develop case description: Shared decision 
making practices and processes across the three case sites were 
developed. 
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Figure 3.1. Schematic of Case Study Protocol 
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3. Research Questions 
Primary Research Question: 
--How can community coalition decision making be improved to result in more 
evidence based intervention in efforts to prevent and reduce obesity in the 
community? 
Secondary Research Questions: 
--What processes do successful community-based coalitions use to decide 
which programs and policies to adopt to prevent and reduce obesity in their 
communities? 
-- What were the obstacles that community-based coalitions had to deal with in 
order to make those decisions and how did they accommodate or overcome 
them to develop successful intervention? 
Underlying Themes: Themes provide relevance and context for the research 
questions. 
--Decisions regarding the selection and design of relevant, comprehensive , 
obesity interventions is a 'critical ' planning task for coalitions. 
--Decisions regarding the selection of obesity related interventions is extremely 
challenging for community coalitions due to the complexity of the interventions, 
the lack of proven solutions, and the large amount of promising interventions. 
--Some community coalitions have been effective in enabling positive changes in 
obesity-related health policy, health behavior, or health outcomes. 
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4. The Case Defined 
The case or the primary phenomenon of interest in this investigation is a 
process. It is the decision-making process to select interventions to reduce or 
prevent obesity in the community. This is the unit of analysis in this investigation . 
5. Multiple Case Study Design 
This investigation utilizes a multiple case study design that enables a 
comprehensive analysis of data within each case, but also allows a comparison 
of findings between the case sites. [1981 In qualitative research methods, the 
inclusion of more than one source of data, in this instance the three unique case 
sites, enables the triangulation of information. While the goal of a case study is 
not representativeness or generalizability, drawing from three case sites does 
provide a stronger foundation for analysis. If a decision making process is found 
to be used in more than one coalition , or all three coalitions , there is a higher 
degree of confidence that the findings are more trustworthy, robust and 
replicable.l1981 In practice, the within case analysis may be useful by other 
coalitions that have similar characteristics of the community or coalition and be 
more willing to adopt a practice that was utilized there. The between case 
analysis enables the identification of processes that are utilized in more than one 
case, and may provide a greater degree of confidence of adoption and 
replication of the best practices by other community coalitions , perhaps even 
those that do not have similar features of the community coalitions being studied . 
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In other words , demonstration that several unique coalitions share a best practice 
may help gain a wider adoption in practice than a singular case would . If there 
are no best practices shared between the three coalitions , then the findings can 
help provide several options for best practices, perhaps guided by their 
contextual situations, used by successful community coalitions . 
An example of this approach can be found in a multiple case study of the 
decision to use and adopt a set of performance measures, the Washington Circle 
performance measures, in substance abuse programs within and across five 
different states. [1991 The primary research question was "What can be learned 
from the experience of these five states as other states consider using 
Washington Circle measures?"[1991 P 242 The objective of the study was to explain 
each state's process for deciding whether to use these measures and how they 
used them , and to determine if themes existed between the states. The 
investigators believed experiences of the states cou ld help other states develop 
their own plans based on their own needs. The study found that the use of the 
Wash ington Circle measures differed across the five states, but they also found 
important common themes including collaboration of consultants and partners 
and use of measures over time. 
6. Measurement Instrument 
Bardach 's Eightfold Path was adapted to inform the development of the 
Interview Guide specifically related to the decision making process. [2001 This 
framework is appropriate because it provides a clearly defined decision making 
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process related to the selection of health policy and health interventions. The 
model includes eight steps, as listed below; however, the final step "telling your 
story", was be utilized in the development of the Interview Guide because it is a 
step that does not involve decision making . The seven steps that are relevant 
and were utilized are: 
• Step 1: The Problem- This step defines and articulates the nature and 
scope of the problem. Inquiry in this step will provide some background 
regarding how and why obesity became an issue for the community 
coalition . 
• Step 2: Assemble the Evidence- This step defines the reasons why the 
issue is being addressed , the consequences, why the problem exists , and 
the benefits to be gained if the problem is improved. Inquiry related to th is 
step will provide insight into the depth of understanding by the community 
coalition about obesity. 
• Step 3: Construct the Alternatives- This step involves gathering the 
interventions or policies that are most appropriate to address the issue in 
that setting . Th is area of inquiry will provide a greater understanding 
regard ing where the obesity interventions options came from and how 
they were selected for consideration. 
• Step 4: Select the Criteria- This step defines the criteria that are 
important in the decision potentially including : political and administrative 
feasibility , resources required for implementation and ongoing 
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maintenance, known population benefit , equitable, etc. Inquiry in this area 
will provide insight regarding potential core values , concerns , and 
objectives regarding the interventions that are important to the community 
coalition. 
• Step 5: Project the Outcomes - This step provides a weighting or 
prioritization of the criteria. This inquiry helps to understand how the 
community coalition thought about these issues. 
• Step 6: Confront the Tradeoffs -This step provides a consideration of all 
the issues identified in previous steps. This inquiry will help understand 
how the community coalition discussed and debated these issues. 
• Step 7: Making the Decision -This final step results in choices made with 
the insight gained from the previous steps. Inquiry in this step will include 
the actual process of how the group decided i.e. group vote , core leaders 
decide, ranking and sorting , etc. 
The initial Interview Guide was developed by the researcher and 
circulated for comment to each member of the dissertation committee. The final 
Interview Guide assimilated all the committee member feedback. A copy of the 
Interview Guide is found in Appendix 5. 
E. Data Collection 
Two methods of data collection were used in this investigation ; semi-
structured interviews and documentation review. The semi-structured interviews 
were with coalition members at selected exemplar case sites. 
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1. Semi-Structured Interviews 
Prior to the recruitment of study subjects for the semi-structured 
interviews, the exemplar case sites, the communities in which the subjects 
participated as coalition members, needed to be selected. 
a) Exemplar Case Sites 
Case Site Selection Criteria: In order to derive models of 'best practice', 
exemplar cases, or cases considered to be critical examples, were identified and 
selected. The inclusion criteria were: 
• Community coalitions that had achieved measurable success with 
changes in one or more of the following outcomes: obesity-related policy, 
obesity-related health behavior, or decreased rates of obesity. Coalitions 
that have achieved any of these outcomes are likely to have utilized 
processes that contributed to their success that other coalitions can learn 
from. 
• Community coalitions that had high involvement and engagement from the 
community rather than solely research institution-led coalitions. The 
former represent the majority of coalitions operating in the United States 
today, and therefore, the results from this investigation could have greater 
impact due to a greater relevance to a larger audience. 
• Case sites were communities with 150,000 residents or less. These 
represent the greatest number of communities in the Unites States 
therefore the results may be relevant to a larger audience. Additionally, 
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the size of community may be a factor that affects processes of the 
coalition . 
• Case sites had demographic variations . Variations in the demographic 
profile of the case sites may provide unique processes and a broader set 
of best practices for other communities . 
Case Site Selection Process: The potential case sites were identified 
by: a) internet searches for publ icly published information ; b) by telephone 
discussions with staff from the Robert Wood Johnson Foundation's Healthy 
Communities; and c) from telephone discussions with leaders from the National 
League of Cities. The latter two organizations work with cities to improve obesity 
in youth . Six potential case sites that met the criteria were identified. Three 
case sites were selected as a convenience sample because the location of the 
case sites would allow the investigator to travel to the communities to conduct 
the interviews in person . 
Three demographically unique communities were identified as exemplar 
case sites for this investigation . They each met the selection criteria: were 
community-based or had a high degree of community involvement, focused on 
obesity, had less than 150,000 residents, and had demonstrated measurable 
success with changes in at least one of the following: obesity-related policy, 
obesity-related health behavior, or decreased rates of obesity. As recommended 
by Boston University's Institutional Review Board and in order to protect the 
anonymity of the study subjects , neither the identity of the community (the case 
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site) nor the study subjects themselves will be disclosed in any public materials . 
The success criteria for each case site are described in Table 3.1. The 
demographic and economic characteristics of each case site are presented in 
Table 3.2. 
Table 3.1 Success Criteria Case Sites. 
Case Site #1 Case Site #2 Case Site #3 
Success Implemented policy; 
Criteria farmer's market accept 
SNAP, public transportation 
to access fresh fruits and 
Implemented 
school wellness 
policy and 
improved BMI 
outcome. 
Implemented policy; 
community gardening 
ordinance and 
established Food 
bles. Poli Council. 
Table 3.2. Demographic and Economic Profile of Case Sites. 
Case Site #1 Case Site #2 Case Site #3 
Total Population Approx. 40,000 Approx. 75,000 Approx. 150,000 
% White, non-Hispanic. 68.2% 69.1% 36.7% 
%Black 4.0% 6.4% 19.6% 
% Hispanic-Latina 21.6% 10.6% 38.8% 
% American Indian and Alaska 0.2% 0.1% Native 0.2% 
% Asian-American 3.6% 8.7% 2.4% 
%Native Hawaiian-Other Pacific 0.0% 0.0% Islander 0.0% 
% Two or more/other 2.3% 5.0% 2 .3% 
29.4%* %Individuals Below Poverty 21.0%* 18.4%* Level 
%Families Below Poverty Level 15.0%* 13.5%* 23.2%* 
Source: American Fact Finder, U.S. Census Bureau , 2010 Census, 
2011 American Community Survey Estimate. U.S. Census Bureau. 
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b) Key Informant- Respondent 
At each case site, a sample of individuals who were members of the 
coalition during the planning stage, including coalition leaders, were interviewed 
using a semi-structured interview guide. The subjects needed to meet the 
required selection criteria and were also willing to participate in the interviews 
following recruitment efforts by the investigator. 
Respondent Criteria Selection. Criteria selection for interview 
respondents included : 
Individuals who were members of the coalition during the formative stage. 
Individuals who were members after that time would likely not have the 
information needed. 
Coalition members who were personally involved in the decision making 
process. Those members who were absent during this process, for 
whatever reason , are also unlikely to have the necessary information . 
Respondent Recruitment: The recruitment process began by utilizing 
personal and professional contacts to connect with the leaders of each coalition 
to invite them to participate in the interviews. The leaders contact information 
was publicly available on the city websites or in online resources such as press 
releases or other marketing materials. The first contact was via email. The email 
script can be found in Appendix 6. If there was no response from the first email , a 
second email that referred to the first email. If there was still no response a 
phone call was placed . The telephone script can be found in Appendix 7. If there 
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was no response after three attempts the recruitment process was terminated for 
that potential respondent. If there was an agreement to participate an interview 
was scheduled at a mutually convenient time. 
For the remainder of the recruitment process, snowball-sampling 
methodology, using personal referrals from existing coalition respondents , was 
utilized to identify additional coalition respondents . Names were generally 
provided by the respondents and the email or telephone contact details were 
obtained through publicly available information including: school website , city 
websites , published meeting minutes, and Linkedln; a professional networking 
website. [20 11 
Respondent Interviews. Chapter 4 will describe the specific respondent 
sample for each case site selected . For all case sites, a total of twenty six (26) 
coalition members among the three selected case sites met the selection criteria 
and agreed to participate in the semi-structured interviews; ten for case site 1, 
ten for case site 2, and six for case site 3. One interview was conducted with a 
subject, who did not meet all the selection criteria , because of a prerequisite to 
the mayor's interview. This interview provided valuable context but was not used 
in the data analysis. Ten other coalition members, (27% of the total recruitment 
attempts) either directly declined the recruitment request or did not respond to 
contacts and, per recruitment protocol, were abandoned after three attempts . 
Each interview lasted between 30 and 75 minutes. Nine interviews were 
conducted in-person and seventeen interviews were conducted over the 
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telephone. Twenty-one (21) of the subjects were female and five (5) were male. 
Further description of the research subjects is included in the Results section of 
the manuscript. 
Prior to the interview commencing , the investigator verbally explained to 
each respondent that their participation in the interview was voluntary and 
confidential , that they may decline to answer any question , and that they may 
choose to end the interview at any time. Each respondent was presented with a 
Study Information Sheet, provided time to read it, asked if they have any 
questions, and then asked if they are willing to proceed with the interview. The 
Study Information Sheet can be found in Appendix 8. 
All interviews were audio-recorded using an Olympus digital voice 
recorder; model VN-702PC. After each interview was completed , the audio-
recording was uploaded and stored on a computer. The audio recording stored 
was transcribed using HyperTRANSCRIBE software. The transcribed files were 
then loaded into HyperRESEARCH 3.0.3 software for coding and analysis . Each 
case site, or community, was initially created as a separate study within the 
HyperRESEARCH software. All data was combined in one study upon 
completion of the coding process. 
2. Gather Documentation 
Documents were obtained by searching the internet for publicly available 
information including coalition meeting minutes, reports , and media coverage. 
Documents were also provided by some of the interview respondents including 
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agendas, meeting minutes, published studies, and reports . All documents were 
reviewed prior to the interviews, when available. The documents provided a form 
of verification , triangulation , about the coalition activities. All documents were 
catalogued by case site . 
F. Analysis 
1. Analytic Method Overview 
The data collection, analysis , and interpretation used methodology based 
in Grounded Theory. Grounded Theory methods consist of systematic guidelines 
for collecting and analyzing qualitative data to construct theories or themes 
discovered within the data.[2021 Grounded Theory is an appropriate method for this 
investigation because it gives priority to the phenomenon or process being 
studied over the contextual setting. The Grounded Theory data collection method 
enables an in-depth exploration of a particular topic and is unique because the 
"interviewer assumes more direct control over the construction of the data than 
most other methods such as ethnography or textual analysis". [202lP·28 The 
process of data collection and analysis occurred in an iterative fashion . 
Traditional sample size and power calculations were not appropriate for 
this investigation because it is a qualitative study using purposive sampling 
methods. Sample size was determined by thematic saturation , which is the point 
in data collection and analysis when additional interviews provide little or no new 
data to the codes, categories and themes. It was estimated that 30 individual 
interviews, 10 interviews per case site , would be sufficient to reach thematic 
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saturation. Thematic saturation occurred after five to six interviews per case site, 
however, further interviews were completed if a respondent had already offered 
to participate or a particular respondent's role was predicted to add new data. 
These additional interviews were useful in interpreting the data and codes 
because they provided further context in the case sites. 
2. Semi-Structured Interviews 
a) Coding Process 
Initial codes: An initial set of codes was created for the first three 
transcripts of one of the case sites using line-by-line coding. These initial codes 
were then re-ceded using focused codes in order to begin to categorize the data . 
Throughout the coding process In Vivo terms were also captured and coded; 
terms used by subjects that capture meaning or experience in their words, for 
example, the In Vivo code 'low hanging fruit' was used to describe choices that 
were simple and easy. Additionally, direct quotes that supported a focused code 
were identified and coded for potential use in the analysis . These quotes were 
coded as 'Golden Nuggets' for easy reference. 
Constant comparative method: Using the constant comparative 
method, codes in each subsequent transcript for the first case site were either 
applied to the existing codes and categories or were modified for a better fit. If 
new data was discovered then new codes or new categories were created . The 
new codes and categories would then be incorporated into the codes and be 
included in the constant comparative method for all future transcripts. This 
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process created 321 unique codes for the f irst case site ; a substantial amount of 
codes to organize. 
Assigning codes to coalition activity categories: In order to sort 
through the large amount of codes and to isolate the processes related to 
decision making, the major activities of the coalition were identified and used to 
group the codes into 'Activity Categories'. This separation between the coalition 
activities, or thei r external work , and the processes they utilize, or their internal 
work, has been previously discussed . l142l Subcategories were created within 
each of the major 'Activity Categories ', which served to further describe the 
subject matter and processes related to each category. This approach not only 
provided a framework for organizing the large amount of data but also helped to 
sort and isolate codes related to the coalition 's activities, their context, and their 
many processes, with particular attention to those processes related to decision-
making , which is the primary objective of this research project. This process was 
repeated for each of the remaining two case sites; always referencing and 
comparing against previous codes and categories . When the coding process 
was completed for the three case sites, there were 628 codes among 1 0 'activity 
categories ': setting the stage, grant activity, organizing themselves , commun ity 
data gathering , planning and prioritizing , support and momentum, reorganizing , 
challenges, recommendations, and epilogue. The definition of each category is 
provided in Table 3.3. 
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Table 3.3 Activity Category Definitions and Sub-Categories. 
Activity Category Definition 
Setting the Stage Activities and processes that were active in the community prior to the 
obesity coalition 's formation . 
Grant Activity Grants that contributed to the formation and activities during the 
formative (planning) stage of the coalition . 
Organizing Describing the roles and responsibilities among all the coalition members 
Themselves and how those roles were established. 
Community Data The activities and processes related to gathering feedback and 
Gathering information from and about the community. 
Planning and How coalitions used objectives, data from community feedback, and 
Prioritizing existing evidence and practices to prioritize and plan the initiatives. 
Support and How the coalition members kept engaged in the coalition processes, and 
Momentum built community, stakeholder and city support. 
Reorganizing How coalitions organized themselves after the formative (planning) stage 
concluded . 
Challenges What obstacles the coalition faced during the formative stage and how 
they managed them. 
Recommendations Recommendations for other community coalitions about what worked 
and what to avoid . 
Epilogue Activities that have transpired after the formative (planning) stage 
concluded . 
b) Thematic Analysis 
Memo writing: Memo writing is an important analytic phase used in 
Grounded Theory.[202] After each interview, the investigator wrote notes about 
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key points learned from that respondent as well as comparisons and connections 
to previous interviews. This process helped identify the Activity Categories as 
well as sub-themes within each Activity Category. Memos help raise codes to 
conceptual categories 
Clustering: Clustering technique was also utilized in tandem with memo-
writing , throughout the data collection and early analysis phase. Clustering , or 
mind-mapping , provides a visual diagram of how conceptual categories may be 
related to each other. Central ideas are created with spokes to smaller circles, or 
sub-concepts , to show the relationships between the concepts. This freeform 
technique allows the testing of potential relationships of concepts that are 
emerging from the data .[202l 
Matrices and Advanced Memo Writing: As defined in the case study 
protocol (Figure 5) , the development of descriptive and interpretive matrices 
helped to reduce the codes into manageable chunks and conceptual groupings. 
This process helped to organize the themes into emergent best practices and 
best processes. The matrices combined with advanced memo writing produced 
nine main themes (best practices or best processes) that were common across 
all case sites. In addition , the matrices and advanced memo writing within each 
case site provided the description of how each case site implemented the theme. 
An example of a matrix is provided in Table 3.4. A detailed explanation of each of 
the themes is found in the Results section. 
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Table 3.4. Example of a Case Site Matrix used to Group Concepts Related 
to Decision Making. 
Activity Process- How Consequence - Consequence 
Category Other than Decision Making 
Decision-Making 
Grants 
Sought grants City health Collaborative Grant shaped the community 
that aligned department and leadership process information gathering activities , 
with shared local community gets underway content, and timelines. This 
objectives action agency (board of health, process provided the 
and vision. worked together to community action information related to the 
identify, write, and agency) . community needs, assets , and 
obtain grants that interests which was included 
met their stated as part of the criteria for 
objectives. choosing the interventions. 
3. Document Checking 
Review of documents: Meeting minutes and publicly available articles 
were the primary sources of documentation . Documents were titled and 
catalogued for reference . All documents were reviewed to either confirm coalition 
activities that were described in the interviews or find inconsistencies. The 
documents provided a form of verification, triangulation , about the coalition 
activities but, as anticipated, were not useful in describing the underlying 
processes in those activities . 
G. Strategies to Manage Bias and Limitations 
1. Internal Validity 
As used in quantitative research, the concept of validity concerns the 
degree to which the variables in question truly capture the concepts of 
interest.l203 l Generally speaking , willingness to participate in a survey or interview 
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is no guarantee that the answers will be accurate or address the issue of 
decision making processes, but accuracy can be increased if the subject matter 
is non-sensitive in nature. It is anticipated that the information being gathered in 
this investigation will not be considered sensitive. Accuracy can also be 
increased if questions are only asked from those who are likely to be able to 
answer them correctly, which can be managed by the respondent recruitment 
and selection process. Other strategies that can improve accuracy of the data 
include helping respondents remember events that happened in the past more 
accurately (recall bias) and using multiple methods or multiple sources of data 
(triangulation) . 
Recall bias: According to Moser and Kalton , memory is required to 
answer most factual questions, but with retrospective (ex post facto) studies, 
lapses in memory can contribute to increased response errors.r2041 Several 
factors can affect the accuracy of recalled information : 1) the importance of the 
event; if the event was considered insignificant it is more likely to be forgotten by 
the respondent, 2) the time period between the event and the survey; the greater 
the time period between the event and the survey, the greater potential for 
memory errors, 3) respondent's personal interest in the subject matter; memory 
about the event is better when respondents are personally interested , and 4) the 
length of the survey; respondent attention diminishes as the survey 
progresses. [2041 
These types of errors can be minimized by the use of memory recall aids , 
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such as recalling other activities that may have been occurring around the same 
time as the event. [2041 Historical records may be a source that can help with 
establishing contextual framework in a given time period. If a respondent was 
having difficulty remembering a situation, the investigator would use information 
obtained in public documents, usually meeting minutes, to help jog the memory 
of the respondent. If a respondent could not recall the issue, they simply 
responded as such and no data was gathered on that topic by that respondent. 
However, as there were many interviews, confirmation of a process was obtained 
by other respondents. 
Triangulation: Creswell & Miller define triangulation to be "a validity 
procedure where researchers search for convergence among multiple and 
different sources of information to form themes or categories in a study".[4 , 205] p. 
126 It is the use of multiple methods, and multiple data sources, in the study of 
phenomena including surveys, archival analyses, documentary searches, and 
direct field observations in order to increase the credibility of the results.[2061 In 
using multiple data sources and methods, the goal during the data collection 
process is to amass converging evidence and to triangulate over a given fact so 
the investigator can be more confident with the findings if different methods or 
different sources lead to the same result. In this investigation , triangulation 
occurs by the multiple sources of interviews; multiple subjects per case site, and 
by review of minutes from meetings. 
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2. Reliability 
In quantitative methods the concept of reliabil ity, or whether the results 
can be replicated , is important to internal validity. Threats to reliability can be 
improved by compiling a case study database including field notes and document 
analogous to the "raw data" in an experimental design. A field journal was kept 
for each case site. Notes were captured and recorded in the field journal at the 
end of each interview. Reliability can also be improved by developing a case 
study protocol which defines and articulates the steps in an effort to maintain 
methodological integrity. [1971 A case study protocol was developed and has 
been discussed previously. 
3. External Validity 
The concept of external validity in quantitative research concerns whether 
the findings can be generalized or applied to others. In case study methods a 
similar concept is the transferability or applicability of findings to other contexts 
and is considered essential for the ultimate adoption of the case study 
findings .[207l Transferability can be improved by careful consideration of the 
selection of the cases and case sites as well as careful management of the 
protocol of the case study investigation .[196· 197l These steps can help increase the 
credibility and trustworthiness of the information and can help improve the overall 
applicability of the findings. 
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4. Potential Limitations in Study Design 
There are several possible limitations to this study design with threats to 
validity and reliability including; respondent recall bias, modifying the 
investigative process in response to interview data, lack of transferability of the 
findings , and lack of experience by the investigator. 
5. Research Strategy Management Summary 
Steps to manage bias in this investigation include; complying with the 
established study protocol , following the inclusion and exclusion criteria 
regarding the selection of cases, case sites and respondents. Tactics to help 
manage interview and respondent bias included: asking respondents to review 
relevant notes prior to the interview, establishing a contextual framework prior to 
specific questions regarding the decision making process, and probing for further 
detail if specifics are not forthcoming. Development of a case study database, in 
this investigation the "raw data" are captured in the codes, checking accuracy of 
responses using the constant comparison method , and checking responses 
against documentation will help improve quality and reliability. 
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IV. Chapter 4: RESULTS 
Chapter 4 includes definitions used in this section , background information 
about the sample case sites including: demographic and economic 
characteristics, why the coalition chose to work on obesity, how the coalition 
formed, and the primary activities during the planning stage, followed by an 
overview of the respondent sample in each case site. The next section reviews 
the results of each of the nine shared themes that were discovered during this 
investigation. 
A. Case Site Profiles 
1. Definitions 
Table 4.1 Definitions Used in Chapter Four 
Coalition leader Individuals who have responsibilities related to directing the activities 
of the coalition . 
Network Individuals or organizations that participate in the coalition 's activities 
members and are not coalition leaders. 
Coalition All individuals involved in the coalition ; both leaders and network 
members. 
City leadership The Mayor of the city . 
Community A non-profit organization working in the community and advocates for 
action agency or manages various health initiatives. 
The initial stage where the coalition works to produce planning 
Formative or products, including the selection and design of the interventions, 
planning stage establishes organizational structure, recruits members from multiple 
sectors of a community and initializes mobilization planning. 
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2. Demographic and Economic Profile of Case Sites 
As discussed in Chapter 3, there is demographic variation among the 
sample case sites and this was a one of the selection criteria . The summary of 
the demographic and economic profile was provided in Chapter 3. 
3. Case Site One 
Coalition Background 
Why Obesity: Data from the state's Department of Public Health 
identified that the percentage of obese youth in this community ranked second 
highest in the state. The Mayor of the community felt strongly that a healthy 
community environment would help residents to make healthier choices. The 
Mayor stated : "We want to make it easy for people to go outside and play, easy 
for people to access healthy foods. " The Mayor believed there was a relationship 
between the community environment and the resident's quality of life and health , 
including obesity rates. This perspective was influenced by a number of sources 
including the U.S. Conference of Mayors meetings where other Mayors share 
information and best practices on a monthly basis. 
How the coalition formed: The initial idea for the obesity coalition 
formed when a local community action agency, working to provide healthy food 
to the elderly, heard the new Mayor speak about their vision for the community. 
The community action agency and the board of health joined together and 
applied for a small state grant. In 2009, the city was awarded the grant and the 
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city contracted the local community action agency to help administer it. 
Simultaneously, the community action agency received a grant from the Robert 
Wood Johnson Foundation. The leaders of the coalition formed; the board of 
health and the community action agency, and identified the key stakeholders in 
the community that could help carry out the activities and meet the objectives of 
the grants. The Mayor actively helped recruit the initial coalition members by 
sending personal invitations and instructed various city departments to become 
involved in the coalition. 
The coalition initially began with 20-25 members representing different 
sectors of the community including ; the formal leadership (community action 
agency and the board of health) , schools, city parks and recreation departments, 
police, transportation , local agencies working on gardens and agriculture, and the 
community health center. By the end of the first planning year, the formative 
phase, the coalition had grown to approximately 75 members. 
Coalition activities during formative phase: The formative phase of 
this coalition spanned approximately one year from the time they recruited and 
assembled the original coalition to the time they produced their Community 
Action Plan . The main activities included: 
1) Obtained two grants: 
a) The city obtained a small grant to address behaviors related to obesity 
and contracted the local community action agency to manage the grant. 
Simultaneously, the community action agency was awarded another grant 
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from the Robert Wood Johnson Foundation . 
2) Recruited participants and organized themselves: 
a) Formal leadership structure the organization of the coalition into two-tiers ; 
the formal leadership (community action agency and the Board of Health) 
and the network members (all other coalition participants). 
b) The Board of Health and the community action agency (CAA) identified 
relevant community partners to assist in the community data gathering 
activities i.e. the network members. 
c) Mayor sent personal invitations to potential network members to join the 
coalition. 
d) Coalition leaders organized meetings and managed the coalition activities. 
e) Coalition leaders managed the communications process including the 
coalition network members, local government officials; city council and the 
mayor, and the community residents. 
3) Completed Community Assessment: 
a) Coalition leaders reviewed three sources of evidence based strategies: 
The Centers for Disease Control's Recommended Community Strategies 
and Measurements to Prevent Obesity in the United States,[42].The 
Institute of Medicine's Local Government Action to Prevent Childhood 
Obesity,[2081 and The Robert Wood Johnson Foundation's Action 
Strategies Toolkit.[1871 
b) Coalition leaders spoke with other community coalitions focused on 
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obesity (referred by technical support provided by grant) . 
c) All coalition members utilized a community assessment tool and process 
provided by the grants. One grant required the assessment of five 
community sectors ; schools , health care, worksite, commun ity 
institutions/organizations, and the community-at-large. The other grant 
supported 'walk-audits ' throughout the community. 
d) Formal leadership utilized technical support provided with each grant to 
help guide the assessment process and interpret the results. 
4) Prioritized and planned: 
a) Ranked the results of the information gathered from the assessment 
process. 
b) Utilized formal and informal criteria to select final options from each of two 
predetermined categories; physical activity and healthy eating . 
c) Chose and made decisions using a group consensus voting process. 
d) Created a Community Action Plan. 
5) Reorganized themselves: 
a) In order to manage the increased number of coalition members; the 
coalition had grown from 20-25 members to over 75 in the formative 
phase, the coalition leaders revised the coalition structure to a three-tier 
structure comprised of a steering committee , three work groups ; nutrition , 
physical activity, communications, and the network members. 
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Respondent Sample 
Recruitment attempts were conducted for thirteen potential subjects. Ten 
coalition members met the selection criteria and agreed to participate in the 
interviews. Three other potential subjects (30% of the total recruitment 
attempts) either directly declined the recruitment request or did not respond to 
contacts and , per recruitment protocol, were abandoned after three attempts . 
Each interview lasted between 30 and 75 minutes. Three interviews were 
conducted in person , which included the mayor and members of the formal 
coalition leadership. The remaining seven interviews were conducted over the 
telephone. 
Eight of the participants were female and two were male. Subjects 
included; the city's Mayor, three members from the lead agency (two coalition 
leaders and one not involved in coalition leadership) , the District School Nurse, 
the District School Food Services Director, the City Parks Commissioner, and 
representatives from the Board of Health , the City's Recreation Department, and 
the City Parks Board. Although data saturation most likely occurred after five or 
six interviews, the researcher continued to interview coalition members who were 
not as centrally involved in the process to determine if other data might be 
forthcoming considering their unique vantage point. 
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4. Case Site Two 
Coalition Background 
Why obesity: Two local hospitals merged and consolidated resources to 
form a community action agency whose mission was to provide health promotion 
services to benefit the local communities. They had reviewed data from hospital 
records , from local youth risk behavior surveys, and from needs based 
assessments in the community and found that the children of the community had 
higher obesity rates than the national average. This information was published in 
various local health reports. 
How the coalition formed: This case site had a long history of numerous 
non-profit agencies, including the community action agency mentioned 
previously, who worked independently in the community on factors related to 
obesity such as access to healthy foods. These agencies were approached by 
the principal investigator of the study being proposed by a local academic 
institution . The city's Board of Health, the community action agency, and the 
academic institution worked together to write a grant, which was awarded to the 
academic institution . This grant became transformational because it pulled 
together the various independent groups into one coalition in which efforts and 
resources could be coordinated to combat obesity in the community. 
Coalition activities during the formative phase: The formative phase 
of this coalition spanned approximately one year from the time they received the 
grants and assembled the original coalition to the time that they produced their 
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implementation plan. The main activities included : 
• Obtained two grants: 
• A local academic institution received a demonstration grant to conduct a 
community based participatory research (CBPR) study to reduce obesity 
in children and simultaneously one of the leading community action 
agencies was also awarded another grant to improve the community's 
environment in order to provide greater opportunities and access to 
physical activity and healthy foods . 
• Recruited participants and organized themselves: 
• Coalition leaders included members from the academic institution and the 
community action agency. 
• Coalition leaders organized the coalition into two-tier structure; the formal 
leadership (the PI and selected staff from the CBPR project, leaders from 
the community action agency (CAA) and representatives from the city's 
board of health) and the network members. 
• Coalition leaders organized meetings and managed the coalition activities 
and timelines. 
• The academic institution provided resources to manage and conduct the 
information gathering and communication process related to the CBPR 
aspect of the initiative. 
• The CAA provided resources to manage and conduct the information 
gathering processes related to the built environment grant. 
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• Gathered community information and feedback: 
• Gathered information and feedback from all stakeholders including the 
target audience, the target channel, the coalition members, relevant city 
departments, and school stakeholders; administration , teachers , parents, 
and kitchen staff. 
• Prioritized and planned: 
• Worked collaboratively to select and prioritize strategies using group 
consensus. 
• Formal leaders stepped to make final decision if group could not reach 
consensus. 
• Created an Implementation Plan. 
Respondent Sample 
Recruitment attempts were conducted for twelve potential subjects. Ten 
qualified respondents agreed to participate in the interviews. One non-qualified 
respondent, who was not present during formative phase , was interviewed as a 
prerequisite to an interview with the city's mayor. The data from the non-qualified 
interview was not used for the analysis, however, the interview did provide some 
contextual background related to the current status of the coalition . One 
potential respondent did not respond to contacts and , per recruitment protocol , 
was abandoned after three attempts. Each interview lasted between 30 and 75 
minutes . Five interviews were conducted in person and six interviews were 
completed over the telephone. Ten of the participants were female and one was 
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male. Ten years had passed since the formative phase of the obesity coalition 
and all but three respondents (73%) had moved on to other jobs and roles. The 
respondent roles listed below were those that were active during the formative 
phase of the coalition . Respondents included members from the formal coalition 
leadership including : the principal investigator from a local academic institution 
who was conducting a participatory based research study designed to reduce 
obesity rates in children and members from a local community action agency 
who were managing an obesity related grant to improve the built environment 
(simultaneous to the local academic grant) . In addition to the formal coalition 
leaders other respondents included : the city's Mayor, other staff members 
associated with the local academic institution and the community action agency, 
a school food services director, representatives from the city's Board of Health, 
and members representing local agriculture and community gardens. Although 
data saturation occurred after approximately eight interviews, the researcher 
continued to interview coalition members who had been recruited and had 
offered to participate. 
5. Case Site Three 
Coalition Background 
Why Obesity: The board of directors of a local hospital-based community 
action agency resurrected a community needs assessment that had been 
completed three or four years previously. They convened a community meeting 
of approximately 70 stakeholders to review the needs assessment and discuss 
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what strateg ies should be addressed next. They had just finished implementation 
of an oral health initiative, which was the first priority chosen based on the results 
of the earlier community needs assessment. Four health issues remained; 
mental health, nutrition/fitness/obesity, violence prevention, and teen pregnancy. 
The group equally weighted nutrition/fitness/obesity with mental health . The 
board of directors made the final decision and chose nutrition/fitness/obesity 
because the group felt that there was both a need and a gap in the community to 
address these issues. The board felt that the mental health services were being 
addressed elsewhere in the community. 
How the coalition formed: A local community action agency was 
designated as the convener of the coalition . The citywide initiative was branded 
and then publicly launched and communicated to the stakeholder network; 
approximately 70. The inaugural meeting was held in 2009. 
Coalition activities during the formative phase: The formative phase of 
this coalition was significantly shortened as compared to Case Site One or Case 
Site Two. This coalition organized around a decentralized model ; coalition 
network members work independently and report back to the main obesity 
coalition on regular basis . The main activities included : 
1. Utilized community needs assessment results to establish 
nutrition/fitness/obesity objective . 
2. Organized themselves by creating a decentralized organizational structure 
because there were no primary grants holders or grant related activities that 
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would pull all stakeholders together nor was there a desire or opportunity to 
work in a more collaborative fashion between the various community 
agencies at the time that the obesity coalition formed. 
a) Lead agency convenes the coalition on a regular basis, using their own 
funds, and provides resources to manage the meetings and 
communications process. C 
b) Other coalition members and partners worked on initiatives that were 
relevant to their organization's work and roles in the community. 
3. Lead agency (community action agency) promotes and provides resources 
for three specific initiatives. Forms subgroups (work groups) with interested 
partners from the coalition network. One workgroup completed the following 
activities: 
a) Gathered feedback and insight from relevant stakeholders related to the 
proposed initiative. 
b) Chose and made decisions using group consensus through discussion . 
c) Using facilitative leadership processes, formal work group leaders 
(community action agency) stepped in to make decision if group could not 
reach consensus. The leadership processes will be discussed further in 
Theme/Practice Six. 
d) Created and executed implementation plan . 
e) Obtained grants from various local sources to help with implementation. 
113 
Respondent Sample 
Recruitment attempts were conducted for twelve potential subjects. Six 
coalition members met the selection criteria and agreed to participate in the 
interviews. Six other potential respondents (50% of the total recruitment 
attempts) either directly declined the recruitment request or did not respond to 
contacts and , per recruitment protocol , were abandoned after three attempts. 
The non-response rate may have been higher in case site three due to the less 
cohesive organizational structure, which will be described further in the thematic 
analysis. Each interview lasted between 30 and 60 minutes. Two interviews 
were conducted in person , which included the members of the formal coalition 
leadership. The remaining four interviews were completed over the telephone. 
Four of the participants were female and two were male. Other respondents 
included city leaders from the parks, build ing and recreation departments, staff 
and director of food services from local pre-schools , and directors from a local 
YMCA. Thematic saturation occurred after four or five interviews, however the 
investigator continued to interview coalition members to confirm the coalition 
roles and structure. 
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B. Shared Themes/Practices that Relate to Decision-Making Processes 
1. Introduction 
Zackos classified the activities of a coalition by their external work; the 
task oriented behaviors such as obtaining grants or conducting focus groups , and 
their internal work; activities needed to build and sustain the coalition, such as 
building membership capacity.[142l The nine themes or activities that were 
discovered in this investigation contain both external and internal work activities. 
For purposes of this investigation, which involve nomenclature related to the 
dissemination of best practices to the field, the themes or coalition activities will 
be referred to as practices; those activities that are carried out by the coalition. 
These nine practices do not represent all of the coalition activities, only those that 
had an impact on decision-making processes related to the selection of the 
interventions. The practices are somewhat chronologie in order, as activities and 
processes evolved throughout the planning stage, however, at times some of 
them coincide . The shared practices were common across all three case sites, 
although the specific way it was applied was unique to each case site. A 
description of the practice, the impact it had on decision making, and an overview 
of the sign ificance, will be followed by examples of how each case site executed 
the practice. A brief summary will conclude each practice section. An overview 
of all the practices is provided in Table 4.2. 
115 
Table 4.2 Overview of Nine Shared Practices that Affect Decision-Making 
Processes 
Name of Practice Impact on Decision Making Processes 
1. Establishing vision and objectives that Used to keep options and decisions aligned and 
include determinants of obesity and focused throughout planning stage; eliminates 
emphasize comprehensive solutions some options early in process. 
focusing on the community 
environment 
2. Obtaining financial resources that Determines processes, resources, and type of 
support the objectives information that will be used to inform decisions. 
3. Defining an organizational structure Impacts complexity of decisions. 
that maximizes collaboration and 
shared decision-making 
4 Gathering information from the Provides data and information to be used in 
community decisions. 
5 Communication information with the Improves ability to reach consensus. 
community and coalition members 
6. Leaders taking strong role in guiding Content experts with facilitative leadership skills 
and simplifying the process navigate coalition through the information and 
choices improving efficiency and effectiveness. 
7. Aligning community-based information Reducing , refining and localizing the options for 
w ith objectives consideration 
8. Making final selections by consensus Feasibility and network member interest are heavily 
weighted to make final intervention selections. 
9. Dispersing objectives to other 'Ripple effects' occur; increased intervention 
communities to build support and opportunities become available for the coalition and 
momentum other community organizations. 
2. Practice One: Setting a Vision and Objectives 
Practice: Inspirational and influential leaders in the community with 
relevant knowledge , experience, and resources establish a long term vision and 
broad , strategic objectives that target determinants of obesity, including 
improvements in access to healthy foods and opportunities to be physically 
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active, and emphasize comprehensive solutions focusing on the community 
environment. 
The decision making consequence: The original vision and objectives 
acted as an inspirational 'beacon' that helped sustain the course while the 
coalition encountered many obstacles and challenges during their initial planning 
phase. The long term vision and objectives helped to keep options and decisions 
focused . This proved to be beneficial due to the nature of these coalitions which 
tend to be large and whose members have varying , divergent backgrounds with 
little formal training in public health or obesity. 
Overview: The initial vision and objectives of all three case sites included 
evidence-based determinants of obesity specifically, the biologic mechanism of 
energy balance; physical activity and healthy eating. Each of the case sites also 
targeted improvements in physical activity and healthy eating within the 
community environment. The rationale for these choices is supported in the 
literature. The biologic mechanism was previously introduced in the literature 
review section discussing the "thrifty gene hypothesis".l97l This theory suggests 
that a contributing factor to the obesity epidemic is a result of our own biologic 
traits interacting with an environment and a lifestyle that accommodates low 
energy expenditure and easy access to low-cost, energy-dense foods. Examples 
of what is collectively termed an 'obesogenic' environment,l38l were identified by 
Lobsteinl114l and included: "increase in use of motorized transportation, increase 
in traffic hazards for walkers and cyclists, decrease in opportunities for 
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recreational physical activity, decrease in structured physical education in 
schools, increased sedentary recreation , greater availability, quantity and variety 
of energy dense foods, less availability of fresh fruits and vegetables , more 
frequent use of restaurants and fast food stores, larger portions of food offering 
better 'value' for money, increased frequency of eating occasions, rising use of 
soft drinks to replace water, and a decrease in frequency of family meals".[114l 
Finally, the Socio-Ecologic Model to prevent obesity, is supported by the Centers 
for Disease Control , and encourages communities to make changes to the 
environment to give residents the access to healthy foods and opportunities to be 
physically active. [481 
Example Case Site One 
The city's Mayor spoke publicly about their vision for a healthier 
community and inspires a long-standing community action agency who had been 
looking for an opportunity like this. The Mayor stated: "There were duties and 
things I had to do as Mayor, and then there was also an opportunity for me to set 
a high vision for the community, and that is what I wanted to do from the outset. " 
The mayor also stated: "[We wanted] the ability to really impact people on a daily 
basis, we didn 't want to focus on just creating programs that people had to buy 
into. We wanted to find a way to change the environment, so people could do 
things that would help make them healthier. " One of the staff members from the 
community action agency (CAA) said : "[The director of the CAA] lived in [case 
site one] so [the director] knew this was the mayor's platform and thought 'Oh my 
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gosh, this is a great jumping point, obviously'". 
The mayor, the board of health , and the CAA collaborated to establish the 
broad objectives. The board of health and the CAA had relevant experience and 
expertise; a nurse, a public health specialist, and two dietitians. The Mayor's 
'think big, act small' philosophy guided their approach. The Mayor advised: 
"Start with a very simple vision, something that is positive and talks about quality 
of life, which is broad enough that it is something that people can buy into, such 
that even if they don 't know what your intentions are, the vision is broad enough 
that they can bring their own intentions to the table, something broad enough that 
the whole community can sort of buy into. " 
The initial objectives were to increase opportunities for healthy eating and 
physical activity. One of the coalition network members expressed their goals as: 
"It's all about making healthy choices the easy choices." One of the leaders of the 
coalition stated : "Right, so we knew that we wanted to focus when we initially 
had written the grant ... policy, system and environmental changes to reduce 
obesity around nutrition and physical activity. So we had always had those two 
big goals as how we would, you know, reach our outcome." 
Example Case Site Two 
The principal investigator (PI) from a local academic institution 
approached multiple local organizations already working in the community. The 
PI had research and professional interest in childhood obesity and was aware of 
the childhood obesity rates in the city. The PI asked them if they wanted to get 
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involved and work together to develop a proposal for a grant targeting 
elementary schools . The initial vision was described by the PI: "I brought 
forward this idea to write a proposal joined with the community using participatory 
research methods. We started talking about the things that were evidence-based, 
that I would want to try to implement in the community, as well as things they 
thought would work in a community because we 've already got a head-start or it 
would be a good match with the population. We developed this proposal together 
which had some good ideas about what we were trying to implement. " The 
experience of this vision and request to join forces was described by a staff 
member of one of the existing non-profit organizations in the community in this 
way: "[The PI] approached the director and myself in the spring of 2002 about 
[the PI's] idea to write the grant, to have, about seeing environmental change in 
[case site two], to improve the health and well-being outcomes in the citizens of 
{case site two], particularly the children. And [the PI] was interested in an 
intervention in the school nutrition program. I don't believe [the PI] had the 
funding at that time, but [the PI] needed our commitment and willingness to 
participate and we agreed to do that". 
The PI had a vision not only to benefit children in schools , but also wanted 
to work with the community in a very unique and innovative way: "The whole goal 
of this project was to accomplish something very different. I think that by just 
explicitly stating that and making sure that people were aware if that, the 
approach was therefore different." 
120 
There were many individuals working on the initial objectives that were 
considered experts in health and obesity, including the PI, members from the 
city's health department and the health care based non-profits in the community. 
Example Case Site Three 
A large health-based task force working in the community of case site 
three had just completed the implementation of an oral health initiative and was 
ready to resurrect and review a community needs assessment that had been 
completed a few years earlier in order to determine what the next strategies 
might be. One of the large community action agencies (CAA) took the lead to 
manage a project to gather feedback from a group of approximately 70 
stakeholders to determine what the community wanted to work on next. A leader 
from the CAA stated: "Well, somebody has to set the table, have a beginning 
discussion, across sectors, across organizations, around working together 
collectively, so there's a vision space where people can proceed. " 
The CAA was also staffed with highly trained personnel, including a doctor 
of public health , and others with experience and expertise in community based 
obesity interventions. The concept of simplicity and a focus on physical activity 
and nutrition was expressed by one of the leaders of the lead community action 
agency: "Simple models would include calorie in, calorie out concepts, so it's 
around food, around exercise, we wanted to be sure that we were looking at 
those two elements. We wanted to test some assumptions, so we went back to 
an area where we had constituents, and that was in the pre-school, early 
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education arena. That was where we did that oral health work. " As was found in 
the previous case sites, this case site also had a vision and a philosophy that 
focused on the physical environment. One of the leaders of the CAA that came 
to be the conveners of the obesity coalition stated : "We are organized to improve 
access to food, create safe places for people to walk and exercise. It's really 
around how do we create a healthier community, and how do we create people 
that are informed and are better able to make healthy choices. " 
Summary: In all case sites there was an individual or an organization who 
served as a 'catalyst'; an agent that provokes or speeds significant change or 
action.[2061 They were highly committed to the community, passionate about 
health and obesity, and had both resources and the authority to allocate those 
resources to support a community-based obesity initiative, in other words , they 
had clout in the community. The catalyst was seeking synergy and alignment 
between other individuals and groups working in the community in order to join 
forces to work together on this large and complex issue. The catalyst became 
part of the formal coalition leadership in two of the case sites. 
3. Practice Two: Obtaining Financial Resources that Support the 
Objectives 
Practice: Coalitions worked collectively to obtain multiple grants that 
aligned with the broader vision and objectives. The grants resources were used 
to support discrete activities within the overall objectives. 
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Decision making consequence: Grants provided the bridge from a more 
abstract visionary framework with broad , long-term objectives to more concrete , 
time-bound work plans with specific activities that aligned with the vision and 
objectives. Importantly, the initial grants influenced the type of information that 
was gathered in the community, and the process in which the information was 
gathered . This community-based information was an important source of data 
used in the coalition 's decision-making process. The grant's timeframe influenced 
the speed at which decisions needed to be made, thus accelerating the decision 
making process, which had implications on the decisions. 
Overview: In case sites one and two, the grants provided the 'glue' that 
pulled the activities of the coalition together. The grants provided resources , 
some financial and some technical support, but they also provided the coalition 
or workgroup the ability to gather local information in order to base their 
decisions upon. This information was gathered from community residents and 
stakeholders in various sectors of the community including ; school 
administrators , teachers, students, food service workers , parents of schools or 
preschools and from worksites , health care systems, and the community-at-large. 
Other studies have cited the importance of obtaining considerable community 
input, for both the development and delivery of interventions, and should be 
considered 'critical ' aspects of commun ity-based health promotion .[1531 The time 
constraints imposed by the grants may have contributed to decisions considered 
as less time consuming , described as more feasible by respondents. This impact 
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of time constraints on decision making has also been cited in other studies J2°91 
Example Case Site One 
The city's Board of Health received the initial state-sponsored grant and 
sub-contracted with the lead community action agency (CAA) to manage the 
grant. (The Board of Health and the CAA became the formal coalition leadership 
during the formative phase). The grant required specific objectives as one 
coalition leader expressed: "Now we had certain activities that we had to do 
through the [funders] work plan that they would provide because these were 
areas and sectors that they felt like that would be the best." 
One of the objectives of the grant was to conduct a community survey that 
was provided by one of the grants. The purpose of the survey was to identify the 
needs and assets in the community related to the coalition 's objectives; physical 
activity and healthy eating . The tool identified certain sectors within the 
community to be surveyed ; worksite, schools, hospitals, community 
organizations, and the community-at-large. The tool included a process for 
collecting the survey information , which involved the coalition members, but also 
included a process for ranking and prioritizing the information gathered . One 
coalition leader stated : "And under these sectors, interviews had to be done in 
each sector for the key players to access what was in place and what wasn 't as 
far as health. And that went all the way to [specific] policies to what kind of 
policies they had on healthy eating to educational status. So we, as groups, did 
the different sectors and then we all met together as a [partner network] to score 
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what was the outcome." 
A second grant from the Robert Wood Johnson Foundation was obtained 
nearly simultaneously that focused on the built environment. It enabled the 
coalition to conduct 'walk audits' in the community and execute on the 
implementation of the plan. One coalition leader stated: "So they were like that 
complimentary pieces. Through [the first grant] we found out what our assets 
were and what our needs were. And then [second grant] came in and helped us 
with funding, to fill those needs, and change those policies, to provide the staffing 
that we needed to get these things done. " 
The information derived from the community survey process was one of 
the key pieces of data that the coalition relied upon to make the decisions related 
to the development of the community action plan . It took approximately one year 
from the time the grant was awarded to the time the community action plan was 
created . 
Example Case Site Two 
This case site also benefitted from two grants that were awarded at similar 
times; one was a grant that required work on the built environment and another 
was a grant that was awarded to a principal investigator from a local academic 
institution to lead a CBPR project. These two grants were transformational for the 
community because they prompted the formation of the obesity coalition . 
The academic grant proposal was developed together by the principal 
investigator (the grant recipient) , the local health department, a prominent 
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community action agency, and several schools in the community. The grant 
required a community-based participatory research framework (CBPR) , which is 
a research method in which the community participates in all aspects of the 
research process.[2101 The grant targeted a specific community segment, 
elementary schools, to accomplish two primary objectives; to increase 
opportunities for physical activity and increase access to fresh fruits and 
vegetables. 
The academic grant provided the resources to manage the CBPR process 
with included gathering feedback and insight from the community in order to 
inform decisions related to planning the interventions, which needed to be 
implemented one year from the grant date. One coalition leader said : "We did a 
lot of key informant interviews and focus group interviews and we actually 
worked together to refine the components of the intervention while keeping in 
mind that we still wanted everything to be evidence-based, but we wanted it to 
blend with the reality of what would work in this community. " 
Regarding the impact of the grant timeframe, one of the coalition leaders 
stated: "I had to make sure we were executing, starting in year two. That's hard; 
you have to be a little tough and say 'we 've got to get moving, we 've got to get it 
done, we 've got to collect data, we've got to have a robust intervention that's 
likely to have an effect. ' We had to have trust and relationships and all that but it 
also accelerated what we needed to accomplish in a short amount of time." This 
acceleration would have an impact on the types of decisions made. One 
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coalition leader said : "You almost have to be a little more willing to say 'okay, 
some of these things are just bigger battles, they're going to take too long and 
cost too much.' I don 't want to say it was all a low-hanging fruit, but the feasibility 
was a big part". Further detail on the prioritization process is covered in Practice 
8. 
The information gathered from the community based participatory 
research process was a fundamental source of information used in the decision 
making process related to the development of the implementation plan . It took 
approximately one year from the time the grant was awarded to the time the 
implementation plan was created. 
Example Case Site Three 
A grant was obtained by the local community action agency (CAA) that 
convened the coalition . The grant enabled them to provide facilitative leadership 
resources for a working group that the CAA initiated , working on increasing 
access to fresh fruits and vegetables in preschools. The facilitative leadership 
resource organized the work group and their activities , which included gathering 
feedback from various preschool stakeholders ; front line staff, teachers , 
administrators, and local farmers. The workgroup worked collectively to locate 
and share the grant funds to benefit of all the participating preschool providers 
involved in the workgroup, not just the preschool provider that obtained the grant. 
This is a particularly poignant point, as these organizations might otherwise be 
considered competitors , but in this initiative , they worked together to benefit all 
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the children involved in the participating preschools . This collaborative grant 
raising and sharing was expressed by one of the preschool providers: "Because 
then it was coming from, kitchen to kitchen, and there was that, all of those 
shared experiences, and mutual understanding of, that's great but you want me 
to order 20 pounds of broccoli but I don't have the storage for it, and I don't have 
the steamer for it, and so suddenly, there was a real sense of and feeling of, 'OK 
what if we wrote a grant, and where one shares the money with you, so you 
could buy equipment, or you wrote a grant, so that we could buy equipment', 
unfolding into a very positive collaboration and lots of excellent partnerships. " 
The convening group (the CAA) was also awarded a grant, as one 
workgroup partner stated: "[The convener] was actually able to get some funding, 
so that all the food service folks could go to special training, food serve training, 
how to work with fresh fruits and vegetables." Another organization in the 
workgroup stated : "We wrote other grants, even in the [an organization in the 
workgroup] as this progressed, because we needed a bigger freezer, if we were 
going to be buying all this fresh produce, and we want to get it in bulk, while it's in 
season, and then to freeze it for the off months, and use those cryovacs. All 
these things we didn't have. So we had to write a grant to [local private 
organization] and get a freezer, things like that, so everybody had to step up, and 
do things." Another preschool organization secured funding to provide the 
curriculum . A leader from that organization stated : "We went out and raised 
money that would allow us to bring the curriculum, with all of the material, and all 
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of the lesson plans, out to different early education care providers who were also 
participating in the farm to pre-school program. So one of our funders was from 
[a local health plan]. " 
Summary: Whether it was the larger coalition of case site one and two, or 
the smaller workgroups of case site three , each group worked in a coordinated 
way to obtain grants that could be used for the benefit of the initiative and 
objective, rather than for the benefit of their own organizations. Grants were 
awarded from various sources: Case Site One; the state government and the 
Robert Wood Johnson Foundation , Case Site Two: the federal government and 
the Robert Wood Johnson Foundation , and Case Site Three: local health plans 
and local private industry. 
4. Practice Three: Defining an Organizational Structure that Maximizes 
Collaboration and Shared Decision-Making 
Practice: Coalition leaders establish an organizational structure that 
maximizes the greatest amount of shared decision-making and collaboration 
possible taking into consideration the involvement of local government officials . 
Decision Making Consequence: The decision making process was more 
complex in the centralized model where the coalition network members work in a 
collaborative manner. The centralized model required more communication, 
information sharing , and discussion in order to reach consensus in decisions. 
The decision-making process was less complex in the decentralized model , 
where coalition members work in a co-existing manner and initiatives are 
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managed in smaller workgroups. 
Overview: There were two fundamental organizational structures in the 
case sites; case site one and case site two utilized a centralized structure with 
two tiers (coalition leaders and network members), and case site three had a 
decentralized structure (coalition leaders and a co-existing network of partners) . 
Decision making was more complex in the centralized structure as compared to 
the decentralized structure. Factors that influenced the complexity of the decision 
making processes in the centralized structure were: a) the collaborative 
processes required more communication, information sharing, and discussion in 
order to reach consensus as compared to the workgroups who were making 
decisions about how to implement a single initiative; b) the greater number of 
coalition members, 25 or more in the coalition as compared to 8 - 10 in the 
workgroups; and c) the greater diversity in training and backgrounds of the 
coalition members as compared to workgroup participants who had a shared 
professional background . 
Example Case Site One 
The formal leadership from this coalition established a centralized 
organizational model with two relatively flat tiers; the formal coalition leadership, 
which was termed the 'steering committee', and the 'community partnership 
network' which consisted of approximately 20-25 various community 
organizations (the formal names have been changed to protect the anonymous 
nature of this investigation) . The steering committee was made up of members 
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of the city's Board of Health and the CAA, who collectively were the recipients of 
the initial two grants. The Mayor of this city was highly engaged and involved in 
the formation of the coalition. The Mayor described their philosophy of starting a 
coalition , which meant including a wide variety of organizations right from the 
beginning : "So when we initially got the funding with the partnership [the CAA], 
we sat down with the Board of Health director, who is the city's main point for that 
[funding source] and kind of looked at the sectors of the community, looked ate 
different partners who we would need to be able to carry out the activities that we 
wanted to do around the healthy eating and active living". The Mayor also 
stated : "When building a coalition from scratch it is important to seek out and find 
people that are already acting in a similar way, to target community organizations 
that actually have an ability to connect with actual citizens, residents of the city, 
since we wanted to make sure that our impact was actually person to person. In 
that way we were able to invite organizations which could do the most good, who 
in turn could recommend people who were in a position to further the goals with 
people who are already doing good work." 
The steering committee identified the organizations and the individuals 
who they felt 'could do the most good'. The Mayor sent personal invitations to 
those organizations asking them to participate in this new initiative and this new 
coalition . When asked about the invitation process another coalition leader 
stated : "The Mayor formally invited them through a letter. And so we identified 
twenty people initially or twenty different organizations all the way from [local 
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non-profit agency] that does community gardens to agriculture to the health 
center, the community health center, to schools, and police, and youth and 
residents . II 
This organizational structure remained stable throughout the year-long 
planning stage of the coal ition . The recruitment process helped to create a 
diverse group of organizations that would form the community partner network. It 
also helped the network grow. This coalition reorganized immediately after 
making their final decisions for the community action plan. They did this to 
accommodate the fact that the community partner network had grown from 20-25 
participants to over 75 within one year. 
Example Case Site Two 
This coalition also established a centralized two tier organizational model 
comprised of a 'steering committee'; the PI and their team, members from the 
city's Board of Health , and members from an existing community action agency, 
and the network members who were other interested community organizations 
and city departments. As one of the steering committee members stated: "When 
we got the grant, we created a [community advisory committee] and those people 
all just came to our community advisory meetings. Throughout the study years, 
more and more stakeholders come to those monthly meetings. Well, supposedly 
they were our advisors. They would advise us. II 
The city's Board of Health was actively involved from the very beginning 
and although the city's Mayor was not involved when the coalition initially 
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developed , they shortly thereafter became a significant factor in the coalition 's 
momentum . In fact , in subsequent years , the responsibilities of these initiatives 
were moved to one of the Mayor's departments. 
Example Case Site Three 
Th is coalition organized itself in a decentralized manner; the CAA's 
leadership role in the coalition was that of a convener; causing the coalition to 
come together on a regular basis. Each of the coalition members worked in their 
own capacity or with other partners within the coalition network. The coalition 
would meet periodically to update progress on existing initiatives or new 
initiatives starting . The purpose was to keep the coalition members informed 
about what organization was doing and to try to avoid overlap of services and 
initiatives. In this role , the CAA had a fairly neutral position within the coalition . 
However, the CAA, who was involved in establishing the coalition , the vis ion and 
objectives, initiated and facilitated three initiatives that worked to support the 
overall objectives of the coalition . The CAA assembled interested partners , 
organized smaller workgroups , and then supported the workgroup in a facilitative 
leadership capacity. 
Various city departments were part of the coalition membership , including 
the parks and recreation department, the health department, and the economic 
development department, but none of the departments were involved in the 
formal leadership of the coalition as found in the other two case sites. The Mayor 
did not actively participate in the coalition's activities , nor did the Mayor request 
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that the city departments work in a collaborative fashion with the coalition. As 
one coalition member stated: "So I don't know where the city is today in all of this. 
But I can tell you in the beginning it would have been really helpful for the city to 
have been involved, because then we could have looked at schools, and we 
could have looked at community gardens spaces. " 
However, that is not to say that the Mayor was not supportive of the vision; 
the Mayor ensured financial funding was available to enable the relevant city 
departments to continue to improve the city's environment to provide more 
opportunities for physical activity and healthy eating . As one coalition member 
that worked for the Mayor said: "Well our Mayor basically [gives us) our marching 
orders as [the Mayor] wants the city innovative. [The Mayor] wants the city 
turned around, and of course I meet with [the Mayor] once a week and these are 
part of my updates and of course [the Mayor] gives me the resources to do this. 
So the Mayor is 1000 % behind this because [the Mayor] stays with budget cuts 
and [the Mayor] has made sure that these funds weren't cut from the budget so 
these kinds of programs can continue." 
Summary: The coalition leadership established the coalition structure 
taking into consideration the direct involvement from city officials. The preferred 
model by all of the case sites was the collaborative, centralized model. However, 
this requires collaboration from city departments, which is influenced by 
leadership from city officials . Nevertheless, the workgroups of case site three , 
with the decentralized structure, were able to be effective in implementing policy 
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that positively affected health behavior without the collaborative culture of the 
broader coalition. Even though the decision-making processes were simpler in 
the smaller workgroups of the decentralized structure, there were disadvantages 
not directly related to decision-making including possible inefficiencies and 
duplication of efforts. The other challenges related to a decentralized model will 
be discussed further in Challenge and Solutions section of Chapter Five. 
5. Practice Four: Gathering Information from the Community 
Practice: Formal coalition leaders actively pursue and gather 'external ' or 
non-local information including: technical assistance from grant providers , 
discussions with other communities , attendance at relevant conferences, and 
reviewing published recommended community practices. The coalition members 
gather local , community-based information including the use of: standardized 
surveys, focus groups, interviews, walk audits , and meetings with community 
residents . 
Decision making consequence: The external , non-local information 
gathered by the coalition leaders and the local information gathered by the 
network members is one of the primary sources of information that is used to 
make decisions related to the intervention selection and the refinement of the 
intervention during the planning stage. 
Overview: Gathering information about why the health problem exists 
and about how to improve it is a common activity of community-based coalitions 
and is a defined step in decision making related to selecting interventions. f200l 
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As discussed earlier gathering and sorting through obesity related 
information is challenging due to the many determinants of obesity; genetic,[96l 
biological, [971 social, [631 environmental , [98· 1141 and economic, [1151 and the great 
number of recommendations for communities to address the issue. In addition, 
gaining local input from the community is considered a 'critical' aspect of 
community-based health promotion so that the interventions may be more 
tailored and relevant to the population.[1 531 
The task of gathering obesity related information is a fairly substantial one. 
Luckily, one of the practical advantages of large obesity coalitions is that there 
are a lot of people to share the work of this task with . Managing this large task 
with a large number of people requires strong organizational skills by the 
leadership. This was relevant even in the smaller planning workgroups. The role 
of the coalition leadership will be discussed further in Theme Six. 
Example Case Site One 
This case site took advantage of the technical resources provided by their 
two grant funders. One coalition leader stated: "And usually that's in conjunction 
with our call to our [grant funder] person , and they give us guidance and 
guidelines of how we're doing and what we can do. If we had an issue, say like 
we don't know where to go for information on how to handle this type of thing , or 
policy, or project, they're always there to give us, you know, information and 
things like that. " 
In addition to the technical resources, the coalition leaders also 
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referenced three reports that recommended existing evidence-based strategies; 
1) the CDC's 2009 "Recommended Community Strategies and Measurements to 
Prevent Obesity in the United States") the 2009 Institute of Medicine's "Local 
Government Actions to Prevent Childhood Obesity", and 3) the 2009 Robert 
Wood Johnson Foundation 's "Action Strategies Too/kif' . The coalition leaders 
used these resources to limit the number of options to consider and focus on 
strategies that were considered to be the most relevant to that community. One 
coalition leader explained: "So we used these evidence-based strategies, we 
kind of took out certain ones that didn 't make sense and presented them to the 
[coalition network]". 
Although community information gathering were activities required by the 
grants, as discussed in Theme 2, the coalition leadership felt that the results from 
the information gathering process was critical to build their plan. One coalition 
leader expressed the value of gathering community information as: "But there 
is .. .first the assessment, and then there 's, when you see deficiencies in these 
systems and policies and environments, then that's where you want to put your 
expertise and your resource so that you can make changes. And over time, 
that's going to affect the largest amount of people." The inclusion of community 
resident feedback was also very important to the coalition leaders of this case 
site. One coalition leader remarked : "Because how can you help people if you 
don 't know what they want?" 
The local data gathering activities included walk audits, resident feedback 
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from meetings, and use of the grant sponsored survey tool. [211 1 
The walk audits, which included the community residents and the 
coalition members, consisted of a physical survey of various areas of the 
community on foot, which enabled information to be gathered that is difficult to 
get any other way. One coalition leader stated : "It helps us, in terms of the walk 
audits that we have the ability to see things from the prospective of the residents, 
things that we would not normally see if we were just driving by. Walking down 
the sidewalk and seeing that there is, for example, a hole, and to say, 'let's try to 
fix that', or seeing that the streets are really busy, so choosing to see if we should 
create a median, so there would be a safe place to cross. Those are things that 
are really difficult to see unless we are doing the walks ourselves, and are doing 
them with citizens, who know what the issues are." 
The survey tool, which was provided by one of the grants, had mixed 
reviews from various coalition members. The coalition leaders felt that it was a 
helpful tool to identify needs and assets in the community. One coalition leader 
described the process in this way: "And under these sectors .. .interviews had to 
be done in each sector for the key players to assess what was in place and what 
wasn 't as far as health. And that went all the way to [certain] policies to ... what 
kind of policies they had on healthy eating .. .. to educational status. So we, as 
groups, did the different sectors and then we all met together as a [coalition 
network] to score what was the outcome. And how did [the case site] stand up 
and what were the needs? And what were the assets? So once that was 
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process in place we had to come up with a work plan. " However, one of the 
coalition members, who participated in conducting the survey in one of the 
sectors stated: "I personally felt that the [survey tool] didn't get at---the way they 
asked the questions most people couldn't understand what the heck they meant. 
So sometimes that group would be like 'what do you think they mean?' and then 
they would be like 'yeah, sure a four'. So I just don't think, and then, I'm a 
scientist by training so this process was very painful for me, because it was all 
very qualitative. There was some sort of rigor to these number that we were 
given and yet the numbers were given a lot of, you know how numbers get to be 
important then, so that was just my personal feeling. And I guess I felt like the 
community knew what the issues were, sort of, so I guess these types of 
assessments give numbers to certain things. I guess it wasn't always clear to 
everybody, or even the best way. It was a given tool. We couldn't change it. " 
The survey tool provided a structured process; it identified which sectors 
of the community to survey, it provided the survey questions, the scoring system 
and the process to prioritize the results . However, some coalition members 
expressed that it did not cover all areas that might have been important in the 
initiative, such as a review of bike lanes in the community. One coalition member 
expressed: "Like I said I would have loved to see a bike path but it didn 't come 
up." 
Example Case Site Two 
From Theme 1 (vision and objectives) we learned that the PI considered 
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the co-learning process, based on information gathered and shared , to be a 
critical component of the planning stage for this coalition . The PI stated: "We did 
a lot of key informant interviews and task focusing interviews and we actually 
worked together to refine the components of the intervention while keeping in 
mind that we still wanted everything to be evidence-based, but we wanted it to 
blend with the reality of what would work in this community. " This was an 
important concept because it was bel ieved that if the community was involved in 
the solution then there would be a higher chance that the intervention would be 
sustained once the research project was completed . The PI stated: "Most 
importantly, this was set up to be sustained long-term, so we wanted to develop 
things we knew would be taken up by the community and sustained and even 
extended over time. " 
Focus groups were one of the initial data gathering processes. The PI 
stated: "For the focus groups, there were four different groups we worked with. 
There were parents of first through third graders, because that was our target 
audience, teachers of first through third graders, children in the first through third 
grade. Then for the key informants we basically looked at the data of the public 
{school] system and organizations in the community that we knew we needed to 
work with. We had to understand their structure and their willingness to be 
involved. " 
One of the key lessons that became apparent during this community level 
information gathering process was that the local political structure should not be 
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overlooked . The PI stated: "I think we realized more and more that community 
politics and leadership was going to play a role. That wasn 't necessarily what 1 
was reading about. I guess I would say that was probably implied when you look 
at dynamics and structure and take that all into account when you're working in a 
community, but the actual 'buy-in politics leadership part' emerged as being 
important and influential. 'How do you really get things done?' is really what this 
is all about. You need people to embrace it. You need it to fit politically into a 
larger agenda." 
In addition to more formal approaches to information gathering , 
information was also gathered on a daily, real-time basis with the schools . This 
process was described by one of the school stakeholders in this way: "We talked 
about strategies and realistic approaches that we could take, to get those things 
accomplished. We couldn't do all the things that [academic leadership] wanted 
because of these barriers. And I think the really important part about that was 
[the academic leadership] didn't understand the barriers but they were willing to 
listen to us, and work with us around these barriers so we could make 
accomplishments. " They went on to describe an example of this approach : "We 
started to open up the managers' meetings where the staff was actually giving us 
feedback, tasting the product, and saying 'you know I don't think the kids are 
really going to like this.'. This doesn't look very good or this doesn't taste very 
good so how is that going to work on the line. And I'd say 'right, we're not going 
to do it, let's go back to the drawing board, and start again '." 
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Processes, primarily the day-to-day conversations, were in place to 
discover issues and obstacles. If obstacles were discovered , information was 
gathered observationally on an 'as-needed' basis. A school food services 
respondent stated : "I think [academic partner] actually came over and visited the 
site, and the central kitchen, so they could see some of the challenges and the 
barriers for themselves, and how to serve. The production service was working 
when they came." 
Another coalition leader, from one of the long-standing community action 
agencies, described community information gathering process in this way: "I 
mean it was really a collaborative process, where people feed off each other, and 
we were all working it out on the ground in some fashion. So it wasn't like we 
were really sitting in some executive table on the seventh floor. We were 
listening on the ground. " 
Example Case Site Three 
Because this case site was organ ized around a decentralized model , the 
community data gathering process was completed by workgroups involved in 
each of the initiatives. One of the interventions, initiated by the CAA leadership 
from this coalition involved the preschools in the community. The objective was 
to increase the provision of fresh fruits and vegetables in the preschools. This 
was going to be accomplished by combining the purchases of fruit and vegetable 
by various preschool providers from a local farmer. This group-purchasing model 
enabled lower prices and thus made fresh fruits and vegetables affordable for the 
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participating preschools. The type of decisions made in the preschool 
workgroup was related to 'how' to make the initiative work, rather than what 
initiatives should be considered . If a preschool provider wasn 't interested in the 
initiative, they simply stopped participating in the workgroup . One preschool 
provider explained: "There was some self-selection of centers that chose not to 
participate. They left the table and that left a core group of centers that did want 
to stay involved. " 
The community information gathering activities, at the workgroup level , 
included getting buy-in from the kitchen staff, which included their feedback, as 
one preschool leader stated : "We really had to work with the chef a lot and try to 
find ways to introduce vegetables, if we try to do some first by themselves, and it 
didn't go, then we would disguise them, and we would try to slowly eliminate the 
disguises. You know if you put a lot of cheese on broccoli then it's not making it 
healthy. So we're trying to find ways to make them like it, and then eventually 
back off." The preschool leader added: "So many of the staff are our local 
residents, so they don't eat healthy food either. And so we had to try to get them 
to buy-in, and to sell it to the kids, because if they were going 'ugh, broccoli', the 
kids wouldn't try it either. There was that whole piece of it as well. " 
Summary: The coalition leaders reviewed the non-local , national 
evidence and recommendations , relied upon technical experts provided by the 
grant, and had discussions with other community coalitions who had 
implemented obesity related interventions in order to learn from their experience. 
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The network member's gathered local , community-based information including 
the use of: standardized surveys, focus groups, interviews, walk audits , and 
meetings with community residents. In case site one, grants provided the survey 
tools and processes to gather the community information . 
The information gathering process was the once activity that consumed 
the greatest amount of time, approximately four to six months , during the 
planning stage. It was considered a critical activity of the planning stage by each 
of the case sites. Implementing solutions that came up from the community was 
believed to be a way to increase the probability that the interventions could be 
sustained by the community. 
Information gathering was a dynamic process combined with information 
sharing which will be discussed further in Theme Five. Managing this process 
required strong organizational skills from the coalition leadership and this will be 
discussed further in Theme Six. 
6. Practice Five: Communicating Information with the Community and 
Coalition Members 
Practice: Coalition leaders created a culture of open information sharing 
and discussion throughout the community information gathering process. They 
also actively managed the processes related to information sharing . 
Decision Making Consequence: All coalition network members have 
similar information to support decision making . This process allows all network 
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members to contribute information and have access to all the information that 
facilitates consensus in decision making. 
Overview: Studies have suggested that there may be less conflict related 
to interventions if the community participated in the early planning stages of the 
intervention planning .r1411 Others have proposed that a lack of community 
participation in the planning stage may be one of the reasons for the modest 
results often found in community-based prevention interventions.r153l 
Most community-based coalitions value the collaborative processes of 
information sharing and shared decision making. Although the practice of sharing 
information in order to make shared decisions may be highly recommended and 
valued the management of the process can be very challenging for coalition 
leaders. For example, meetings are the most common venue for sharing 
information. The quality and efficiency of decisions in community coalitions can 
be negatively affected if meetings are not well managed; minutes are not 
recorded or agenda items are not followed up on .r21211n addition to the more 
practical management of the information sharing process, the coalition leaders 
also need meeting facilitation skills. These unique skills are termed 'facilitative 
leadership' and are "rooted in shared power and decision-making, consensus 
building, collaborative skill, and servant leadership". r213l 
Example Case Site One 
For this case site, the shared process involved with collecting the 
community survey data was instrumental in establishing a co-operative culture of 
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open communication and common understanding . One coalition member stated: 
"I think it has been a pretty co-operative experience. I don 't remember a lot of 
arguments or really any discussion, at any of the meetings that I've been to, you 
know about 'well/ don 't want do that '. I think we 've all kind of focused on the 
same things. Maybe that comes from all the different criteria that you know--
about all the information we went and gathered beforehand. " This sentiment 
was supported by another coalition member when asked how differences were 
managed in the meetings. They stated: "We really didn 't run into that. Because 
we realized we're all working for the same goal. It's just how we 're going to go 
about it. Everybody had a voice and if somebody felt strongly about it everybody 
would consider it and yay or nay, and we moved on. And it really didn 't alienate 
anybody and we really didn 't have an issue with that." 
Practically speaking, the coalition leadership managed the survey 
feedback process by including it in the agenda of their meetings. Rotating 
groups of coalition members would present the findings of the survey they 
conducted to the entire coalition network. During these meetings, time was 
allocated in the agenda to allow for open discussion of the information presented . 
One coalition leader explained the information sharing process this way: "It [the 
process] was very interactive obviously and everything we do is trying [to make it] 
inclusive, a participatory action approach. Letting people be involved and there 
was good discussion beforehand. You know we let people ask questions and 
we'd answer them." 
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A coalition member explained the dynamic nature of gathering and sharing 
the information in this way: "So it would be like, we would go and have a meeting 
and they would say 'okay next week at this time we 're going to tour all the parks ', 
so we 'd go tour all the parks. Then the next thing we would talk about what 
happened on that tour of the park. So it always looked kind of like--we had the 
information to look at and say 'okay you know we have to say this is a good idea 
and this isn't a good idea '." 
Management of the communication process was a large component of the 
coalition leadership function . One coalition member stated: "The meetings 
would obviously be the introductions, the agendas, the setting the stage of what 
was going to be done, where it had gone from. There would be power point, 
there would be breakout groups, there would be discussion, there would be 
coming back together and voting on such things. There was the verbal, the 
visual, the written, the follow up." The coalition leaders worked to keep all the 
coalition members informed , including those who could not attend a meeting. 
One coalition leader described the communications methods: "We send out 
everything that we do via email. Everybody has a chance to read it or not read it. 
You know, whatever they want to do with it, but they stay informed whether they 
can make the meeting or not because we meet during the day and some people 
work and you know so we meet once a month as a huge group and everyone is 
invited to attend. " The coalition leadership also wanted to ensure that all 
coalition members had a voice in decisions and used online survey methods to 
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capture everyone's choices . One coal ition leader explained: "And the other thing 
that is important to mention was the people who couldn 't come to the meeting. 
We emailed a survey to them and let them vote via Survey Monkey. " 
At the conclusion of the community information gathering process, and 
before the final choices were to be made , the leadership of the coalition 
organized a meeting to review all the information that had been gathered. One 
coalition leader described the meeting in this way: "We had the mayor come and 
present what was going on ... so the current momentum in [case site one] and 
make them kind of see you what made sense based on the city's overall 
planning. And then also we presented a summary of all that different assessment 
data we had collected, so they could really see what our .... .. and we divided it all 
by strengths and by weaknesses so they could really tease out where we were. " 
Example Case Site Two 
As discussed in Theme 1 (vision and objectives) the principal investigator 
of the CBPR, also a coalition leader, wanted to create a culture of "co-learning 
and participation". This vis ion shaped the culture of how the coalition members 
and leaders shared information . The communication sharing method was very 
'real time ' and 'on the front lines'. The leaders ensured that there was ample 
opportunity for conversations and discussions throughout the planning stage. 
One of the coalition members, who represented the target organizations (the 
schools) , stated : "Well, what we did was to have conversations about what was 
achievable, and what was realistic." They also stated : "We talked about 
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strategies and realistic approaches that we could take, to get those things 
accomplished. We couldn't do all the things that [academic partner] wanted 
because of these barriers. And I think the really important part about that was 
[the academic partner] didn't understand the barriers but they were willing to 
listen to us, and work with us around these barriers so we could make 
accomplishments." 
These conversations and discussions happened on a daily basis. A 
coalition member who represented the school stated: "So we talked and we met 
throughout continuously. [Name of academic contact person], was our nutrition 
outreach coordinator, I can't say enough about her. We met .... actually worked in 
my office with me, we met on a daily basis on what was working, what was not 
working, what we could do to improve it, what were some strategies. They also 
stated: [The academic partner contact person] would go back and communicate 
with [academic partner] how things were going down in the trenches. 
The coalition leadership also worked diligently to communicate the 
evolving plan to all the stakeholders. As one coalition member stated: "And 
another thing that was really important was that they included all the 
stakeholders, they worked with the superintendent, his assistant, the director of 
curriculum, they communicated all of these initiatives, our challenges, what we 
were trying to do and the ways they wanted to accomplish them and they really 
worked with the school administration which is critical, and it was critical for us as 
well because of the administrative support we were really able to move these 
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initiatives forward, without that support it would have never have happened." 
Another coalition member echoed the efforts behind communicating to the key 
stakeholder leaders by expressing: "In {case site two] it was really about the 
leadership, it hit every level, from the superintendent to the school committee to 
the administrative level. " 
Example Case Site Three 
Due to the decentralized nature of the coalition the information sharing at 
the coalition level is primary around reporting out of what the network members 
are doing . One of the CAA leaders state: "So we will convene with that big-tent 
concept, typically around learning this, so everyone under the tent is part of a 
learning community, formally of informally, so we will convene, regularly, to bring 
information or interventions and new knowledge to the table. " However, at the 
workgroup level , the CAA provides more support to the initiative. As one of the 
CAA leaders stated : "So we typically provide backbone support, for these 
initiatives. We are providing no direct services. So we're involved in that kind of 
hands-on work, but typically we are not directly involved in the service delivery, 
but are providing support for a service provider." One of the key support services 
provided as 'backbone support' is project management skills including the 
communication processes of the workgroup; establishing meeting agendas, 
documentation of meeting outputs, and helping the group to resolve obstacles 
through debate and discussion . 
One of the preschool leaders expressed the value of the lead CAA in this 
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workgroup as: "The more that we realized the work that was going to be involved, 
and the collaboration that was involved, it really makes a lot of sense to really 
pass it on to [lead AA], so that they could do, the unbelievably incredibly 
awesome job that they have done." 
Summary: The coalition leaders used facilitative leadership skills to help 
manage the information sharing process. They were also very cognizant of 
documenting and recording all information and sharing it in various formats for 
easy access by the network members. The coalition leaders also ensured 
sufficient time to allow for discussion and debate by all network members. All 
network members were able to contribute information that they gathered as well 
as debate and discuss the shared group information . 
Another benefit of this information sharing process, other than using the 
information as a basis to make decisions, was that having access to community 
information helped the inexperienced or non-professional network member to 
make decisions based on data, rather than on personal opin ion or personal 
experience alone. This may have helped discussions stay focused. 
7. Practice Six: Leaders Taking a Strong Role in Guiding and Simplifying 
the Process 
Practice: Leaders actively guide the coalition 's decision making process 
by keeping the 'beacon ' of the original vision and objectives in view, further 
delineating options using their professional judgment, informed by their 
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professional training and all the information gathered , and empowering the 
coalition network or workgroup to make the needed decisions by utilizing 
facilitative leadership practices. 
Decision Making Consequence: The decisions that the coalition network 
make are perceived as doable and relevant by the coalition network, which in in 
turn , enables an efficient decision making process. In addition , the coalition 
leaders, who have relevant knowledge and expertise in obesity, use the external 
information to develop a well-informed 'point of view' which is instrumental in 
helping guide the group discussions; keeping the 'guardrails' in place when 
various ideas are being generated or floated by the network member, or when 
making a decision if the group is unable to reach consensus. 
Overview: Coalition leaders were very cognizant of their role in facilitating 
and enabling the information sharing and decision-making process. They fully 
understood that in order to keep the network members engaged , and feeling a 
sense of ownership in the process and the outcome, they needed to allow for and 
manage the interactive discussions about the intervention options. This has 
been cited as an important process for coalitions elsewhere. [1431 The leaders also 
had to continually guide the options toward the goals and objectives and worked 
to ensure consensus was reached . 
The coalition leaders reduced the number of options for the member 
network to choose from in two of the case sites and proposed a plan for a 
workgroup to respond to in third case site. These processes make decision 
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making easier. Iyengar suggests that based upon earlier work by Miller,[178l the 
maximum number of choices for any decision is five, plus or minus two, 
depending upon the complexity of the choices and the expertise of the 
individual(s) making the choices. [1741P·191 The fact that the leaders, who were 
experts in obesity made the initial reduction of choices from a more complex set 
of options, also is supported by others. Iyengar suggests that decision-making 
involving a higher number of choices , more than five plus or minus two, can be 
made by more easily by experts in a given domain . [1741 
Example Case Site One 
This coalition leadership orchestrated the data gathering process , created 
the information sharing practice, established a culture of open communication 
and collaboration , and facilitated the numerous meetings over the months of the 
planning stage. When the time approached to make final selections, that would 
be included in the 'community action plan', the leaders took the first pass at 
eliminating options that, in their judgment, were not a good fit for the community. 
One coalition leader stated : "So when we looked at the strategies, you know, 
based on that summary from assessment. We really prioritized a couple of 
different things from CDC's, one of their tools, one of Robert Wood Johnson 's 
tools around evidence based strategies and Institute of Medicine. So we used 
these evidence-based strategies, we kind of took out certain ones that didn 't 
make sense and presented them to the Community Mobilization Network and 
then they voted on it." 
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The coalition leaders presented between ten and fifteen options for the 
coalition network to choose from; five in the healthy eating category and five from 
the physical activity category. The leadership asked the coalition network to 
select two in each of the categories . One coalition leader stated: "So what they 
originally chose and they had to choose two, two each around healthy eating and 
two each around healthy living. " 
Another coalition member explained the process: 'They (the coalition 
leaders) sat down and made a whole list. I think there was like four pages of 
different things, they got in the room to brainstorm and come up with whatever 
they were thinking and then we sat down and refined the process of you know 
where the priorities were and where we wanted to hit. And so they became the 
top ones and worked down. " 
The criteria used to reduce the options down to ten or fifteen choices were 
not fully transparent to the coalition network. When a coalition member was 
asked about the criteria used to choose the initial options , the coal ition members 
stated : "You know [the coalition leadership] did a really good job at leading the 
way, so they may have had some really specific things that they were looking at." 
Example Case Site Two 
The coalition leadership , managing the academic grant for this case site , 
had targeted elementary schools as the primary intervention channel , thus 
reducing the number of interventions to consider from the outset. Although the 
intervention target organization and objectives were established , to increase 
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opportunities for physical activity and provide fresh fruits and vegetables in the 
schools , there remained a tremendous amount of decisions related to how the 
objectives would be accomplished . The co-operative learning culture and the 
related processes have been described in earlier practices (Practice 4 and 5) 
including relying on day-to-day discussions from people 'on the ground ' and 
those managing the intervention , and facilitating meetings that allow ample time 
for debate and discussion between the coalition members. 
The leadership guidance was particularly skillful in this case site as it was 
instrumental in the transition of a group of community based organizations that 
had historically worked independently to a new, united coalition that needed to 
work very collaboratively. In regards to decision making processes, this 
leadership guidance ensured that all coalition participants got a say in the 
discussion and allowed all to feel that there were heard . The academic 
leadership stated : "I was never saying 'we can 't do it, let's move on'. II This 
approach enabled a greater ability to reach consensus. As one coalition leader 
stated: "It was a consensus, if there was last minute quick decisions that needed 
to be made we had a kind of working triumvirate with the [coalition leadership] 
giving the final OK on things. II This tie-breaking process was established early 
on. One coalition leader expressed : "Decide if you 're deciding by consensus, but 
in a pinch, these two or three people can make the decision. You have to have 
that pinch point, because it will come up. II 
This co-operative process enabled to the coalition to make progress 
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toward their objectives while keeping the coalition members engaged. In fact, 
one of the additional benefits of this co-operative process is that it can increase 
engagement and investment in the initiative. One coalition leader stated: "It's all 
about inclusion, if decisions are made over your head, you really don't have any 
ownership or investment in the decision. So when you include people, and get 
their feedback, they're part of the decision-making process, they are invested and 
are right there with you in the process. " 
Example Case Site Three 
The decision making process was less complex in the coalition due to the 
decentralized organization model. The lead CAA did facilitated the decisions 
involved with the development of the coalition's objectives during the formative 
stage; to create access to healthy eating and access to physical activity. The 
lead CAA utilized facilitative leadership principles to lead the group to a 
consensus. 
However, the coalition as a group , does not utilize consensus regarding 
specific initiatives. Coalition members and organizations can collaborate with 
others, if they choose to. One workgroup member stated : "There were some 
people who left the table, because you can't make everybody be happy all the 
time, you have to do what is going to be best for the whole." 
The CAA, who convenes the coalition , actively proposed a number of 
initiatives that they felt were relevant and feasible for the community. "So we will 
convene with that big-tent concept, typically around learning this, so everyone 
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under the tent is part of a learning community, formally of informally, so we will 
convene, regularly, to bring information or interventions and new knowledge to 
the table." They found several like-minded partners in the coalition to collaborate 
with on the initiatives with and then worked to lead the initiatives. As one of the 
CAA leaders stated : "We will convene around certain key topics. " The CAA had 
an informed 'point of view' about what initiatives would work in the community 
and they endeavored to make that happen, although in a very different way than 
the coalition case sites that were organized in a centralized manner. 
Summary: The leaders worked to reach consensus but they also guided 
the group decisions toward the vision and objective. Coalition leaders would 
remind the coalition of the outcomes they were seeking at various points in the 
decision making process; before the meetings began or during the discussions 
when topics or ideas were straying from the objective. They used concepts of 
'back-burnering ' ideas; ideas that should be discussed and reconsidered at a 
future point in time rather than now in order to ensure that all ideas were worth 
considering , it was primarily a matter of feasibility. In general , there was a high 
degree of respect and trust fo r the coalition leaders and their work to manage this 
process. 
8. Practice Seven: Aligning Community-Based Information with 
Objectives 
Practice: Specific options were selected as a potential intervention if they; 
a) supported the initial vision and objectives, which were environmental and 
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organizational changes to improve opportunities for healthy eating and physical 
activity (evidence-based determinants of obesity) , and , b) were identified as a 
need, a gap, or an asset based upon the information gathered from the local 
community. 
Decision Making Consequence: Reduce number of potential 
interventions options by comparing alignment of information gathered from local 
community against initial objectives and vision . 
Overview: Several months had passed between the time the original 
vision and objectives were establ ished and the time that the coalitions were 
making their selections. A lot of community information had been gathered and 
there were many options to consider. Others have reported that defining 
selection criteria to help choose between options is an important step in the 
decision-making processes of groups.[200] There was not an explicitly expressed 
set of criteria to choose from in any of the case sites. However, there were 
implicit criteria that were 'understood' between all coalition members; a need , 
gap, or asset discovered during the community information gathering process, 
and alignment with the original vision and objectives. Sustainability was another 
'understood ' criterion as it was perceived to be an embedded component in the 
objective to create changes in the community at the organizational and 
environmental level. Other studies have cited the importance that sustainability 
needs to be considered as part of the development process. [141 1 
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Example Case Site One 
The criteria used to select the intervention options were not explicitly 
defined and agreed upon by the coalition members, however, criteria related to 
the long term goals and information gathered in the community were implicit in 
their decisions. One coalition leader explained the alignment of longer terms 
objectives in their decision making by stating: "Once we saw what the needs 
were, one of the very first meetings we asked people 'what headline you would 
like to see for [case site one] in 2015 as far as health and wei/ness?' And so you 
know, we streamlined that down into the essence of '[case site one] is fighting 
obesity through active living and healthy eating'. That has been our overall goal 
from the get-go and it remains so now." Another coalition member stated: "I 
mean, yeah we looked at all of them [the evidence based recommendations] and 
we looked at the data [community data] and chose what made sense based on 
that data." When asked to define the criteria of 'what made sense', the 
respondent answered: "It had to do ... obviously, it had to do with the assets the 
community had and it had to reducing barriers. So it had to come up in the stake 
holder interviews, and the focus groups .... it couldn 't have just been random 
selection. There had to have been some base line for it in either need or asset. 
So it was done strategically. " 
Another coalition leader also used the term 'what made sense' : "So from 
this assessment and we looked at evidence-based strategies based on what the 
assets and needs were .. . that would make sense ... . and we the presented them 
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to the [partner network] and we had the Mayor come to that meeting so [the 
Mayor] could talk about what was going on in [case site one]. It was really 
important to know that, when we 're choosing between these strategies, we 're not 
just reducing barriers, we 're also building on what's good, what's going on in the 
community .. . and choosing those low-hanging fruits. " 
Another coalition member expressed a similar notion of using 'what made 
sense' as criteria to select the intervention options in another way by stating : 
"Well, it was easy. It was evident from the data we collected and the results. 
'Which ones definitely were a focus from all the different areas?' So that's how it 
came about." 
Sustainability was also an important, although implicit criterion , primarily 
because it was perceived as a component of the longer term vision and 
objectives. One coal ition leader stated: "We didn 't want to focus on just creating 
programs that people had to buy into. We wanted to find a way to change the 
environment, so people could do things that would help make them healthier." 
When asked about sustainability one coalition leader stated: "That piece just kind 
of is in there, it's just assumed. That's what we 're shooting for .... just like once 
we do that we don 't have to do it again, again, and again. " 
Example Case Site Two 
This coalition made decisions that identified and targeted the audience 
(preschool children) , the organization (schools) , and had established the broad 
objectives; to increase access to healthy food and physical activity, prior to the 
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formation of the coalition . Once the coalition formed , the decisions were related 
to 'how' these objectives might be accomplished. The results of these decisions 
would be included in their implementation plan . Throughout the initial plann ing 
stage, there were numerous obstacles; union contracts , unskilled workers , 
limitations related to physical assets (no food preparation areas) , but the 
decisions remained focused on the initial objectives and blended with 'what 
would work' based upon feedback and information gathered from the target 
audience (the children), the related school stakeholders (school teachers , 
administrators, kitchen staff) and the coalition members. One coalition leader 
stated the objectives this way: "So we knew we were going to be in every single 
school and every single neighborhood, what we needed to figure out was ... well, 
we ended up figuring out what we were going to do in school food service, we 
were going to do an in-school curriculum, we were going to do an after-school 
curriculum, and we were going to do something around physical activity. That 's 
what we knew we needed to do." Another coalition leader expressed the need to 
maintain the vision and objectives while blending with criteria related to 'what 
would work' by stating: "We did a lot of key informant interviews and task 
focusing interviews and we actually worked together to refine the components of 
the intervention while keeping in mind that we still wanted everything to be 
evidence-based, but we wanted it to blend with the reality of what would work in 
this community. " 
The use of the criteria of 'what would work' was expressed by one of the 
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school stakeholders in this way: "So a lot of the changes that [the coalition 
leaders] would have liked to make initially we were not able to do just because of 
the rotation on the facilities, the schools, and the skills of the staff " 
This coalition also used the criteria of 'sustainability' for selecting 
intervention options. One coalition leader stated ; "We tried to make it practical 
and fairly affordable. We would definitely rank it that way and prioritize that way. " 
Another coalition leader remarked about the importance of sustainability: "Yeah, 
and not just what it takes to make it a reality, but what when the money goes 
away, what happens when we run out of time, can it be managed by the 
community in an easy way or not?" And finally, another coalition leader 
expressed taking it beyond sustainable: "Most importantly, this was set up to be 
sustained long-term, so we wanted to develop things we knew would be taken up 
by the community and sustained and even extended over time." 
Example Case Site Three 
The independent workgroups were encouraged to align with the broader 
coalition objectives; improving access and opportunities for healthy eating and 
physical activity throughout the city. The workgroups would provide updates at 
the coalition meetings. In addition, the coalition membership was provided with 
the results of a completed community needs assessment and stakeholder survey 
during one of the inaugural coalition meetings. All coalition members had both 
the broader coalition objectives and the information from community surveys and 
assessments in order to help them consider establishing new initiatives or to 
162 
enhance an existing initiative. Due to the decentralized organizational structure, 
workgroups would make their selections independently i.e. there was no 
coalition-wide decision making process related to selecting various options. 
However, the coalition members did work together to try not to overlap services. 
One CAA leader stated: "So they (health department) took elementary school 
age students [who] wanted to do some dental programs for elementary schools, 
and we took pre-schools. " 
For example, a new workgroup was formed by the CAA, whose objective 
was to provide fresh fruits and vegetables to children at various preschools 
throughout the city by creating affordable access to a local farmer's fresh 
produce. Prices could be reduced when the preschools combined their individual 
purchases into one large purchase and transportation system. Similar to case 
site two, the decisions made by this workgroup were related to 'how' to 
accomplish this specific objective. 
Another example was that of a city government department who was 
working to provide the community with spaces that can be cultivated as new 
gardens. One coalition member who is part of this workgroup stated their task 
as: "How we can incorporate and provide a resource by making areas within the 
community available for crops to be grown?" The coalition member added: 
"We've been doing this at the elementary school/eve/ and at the middle school 
and now at our new Vo-Tech school we started horticulture programs. Eight of 
our elementary schools have areas set aside that have large plots, pots or 
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planters, and the kids plant and tend to vegetables and are harvesting them. In 
[one of the middle schools} we took four tennis courts and made that into a 
garden area, where kids grow crops, they are cooking them in the school, they 
brought some of it over to make pesto. " 
As found in the other two case site results , the lead CAA also uses 
'sustainability' in determining which initiatives to select but they also add 
'scalable' as a criteria for selection . As one of the CAA leaders stated: "So the 
success is, can we scale it so it serves the whole population of pre-school 
children, is it scalable, and then is it sustainable? Can we scale it in a way that 
changes organizational behavior or practice at a minimum?" 
Summary: All coalition and workgroups held the vision and objectives 
intact several months after they had originally been established and after a lot of 
other community information had been added for consideration. The vision and 
objectives were intentionally reviewed and referenced by the coalition leaders 
when they began to discuss how to reduce their options. The options had 
primarily been identified through the information gathering process. 
9. Practice Eight: Making Final Selections by Consensus 
Practice: Final selections were ranked as highest priority if they: a) could 
be implemented quickly, b) were considered feasible ; time, resources , built off of 
something that already existed , and c) had a high level of interest by the entire 
coalition . 
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Decision Making Consequence: Reduced the number of options to only 
those that the coalition believed could be implemented quickly and successfully. 
Overview: The final selections were weighted as a higher priority if they 
were built off of existing community assets; a physical asset, program, or 
partnership network that was already in place or a human asset; the interest level 
of the coalition members. Priority was given to interventions that were 
considered to be highly feasible , which included time, cost, and level of difficulty 
to implement. This highly collaborative process required ample time, often 
multiple sessions, in order to discuss and debate the options. In all case sites, 
this process was supported by leaders with strong facilitative skills . Final 
decisions were made with a degree of confidence that they would be able to be 
acted upon in the very near term with a high chance of success. Coalition 
member interest as a criterion for prioritizing and choosing the intervention is not 
well documented in the literature. Coalition member engagement is often cited 
as an important factor in the success of coalitions[1421, although , it is suggested 
that member engagement is important for building capacity but not for identifying 
and solving complex health problems.l1521 The results from this investigation do 
not support those findings . 
Example Case Site One 
One coalition member stated the prioritization process simply as: "We took 
the most important ones and put them first and that's the ones we went after." 
The 'most important' ones, or those initiatives that were ranked higher than 
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others, were those that were considered to be highly feasible. More than one 
respondent used the term 'low hanging fruit' to select the most important options. 
One coalition leader defined 'low hanging fruit': "Something so easily 
accomplished, like it's almost there. We just have to maybe nudge, nudge, wink, 
wink with somebody or we just have to hold an event and make people aware, 
those kinds of things, so the low hanging things first. " 
Initiatives were considered to be highly feasible , or more easily 
accomplished, partly because they could be built off of something that already 
existed . One coalition leader stated: "We had a farmer's market right up next to 
WIG. Let's have them, you know, let's have them use the WIG coupons. You 
know people can leave their appointment at WIG and go right to the farmer's 
market, easy, easy, easy. So we went after the low hanging fruit first. " 
Using existing assets was also perceived as a very practical approach. 
One coalition member stated: "So to just utilize the things that we already have 
seemed like the logical way to go." Initiatives that might have met broader 
objectives, but had additional costs associated with them , were ranked lower 
when compared to initiatives that could be accomplished with assets that were 
already in place. One coalition member stated: "I think when we started looking 
at those things, at least from my point of view, I think we could've put in bike 
routes and you know we could've done a lot of things like that, but they all involve 
a lot of money. The parks were already here." 
Time was also a factor when considering feasibility. Initiatives that would 
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take a long time to implement were ranked lower than those that could be 
initiated sooner. When asked about their final choices , one coalition member 
stated: "I think it was those things that we thought we had the ability to make an 
impact. You know I know that our ultimate goal is to change policy. That's our 
ultimate goal but sometimes it takes a little bit of time to get to that point. " 
Another coalition leader expressed another reason for prioritizing initiatives that 
could make an impact sooner rather than later: "We needed to show city council 
that you know this is really working. We 're really doing something. We 're not just 
talking." 
In addition to feasibility , the level of interest in a certain choice was an 
important criterion for this coalition . One coalition member expressed : " It was 
between that and where we felt like where we could really have [an impact], so 
not only recognizing that that kind of gleaned out as a priority area, but also what 
people were interested in and or felt, I guess, compelled, energized, that that's 
(what they) wanted to be a part of. " 
This coalition utilized a ranking process to prioritize their final choices. 
One coalition leader described the process: "And chose, we voted, so we choose 
which ones we wanted to do .. . so we putted up a flip charts, you know .. .. like a 
notepad. " The coalition leader also stated: "So we put them all over the room 
and gave them dots. " A coalition member describes the prioritization process 
this way: "We went around and put first, second, or third choice, or something 
similar to that. Like, we went to each paper and somehow designated what we 
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were interested in and from all that we whittled it down. II 
In the end , the coalition made their choices. The coalition leaders tallied 
up the most votes on the top two interventions in each category or physical 
activity and nutrition . The coalition leader stated: "So what they originally chose 
and they had to choose two; two each around healthy eating and two each 
around healthy living. So what they chose to do was, we had two new farmer's 
markets, and they wanted to work on the farmer's markets, and they also wanted 
to work on the community gardens. That was the nutrition. And then for physical 
activity we have this amazing parks network that they wanted to work on. Those 
were the initial strategies that we chose. II 
Example Case Site Two 
This coalition also used feasibility for choosing and prioritizing between 
possible options. Time and cost were components of what might be feasible. As 
one coalition leader stated: "Okay, some of these things are just bigger battles. 
They're going to take too long and cost too much. I don 't want to say it was all a 
'low hanging fruit ', but the feasibility was a big part. II 
Building off of something that already existed was considered to be highly 
feasible and a 'no-brainer'. As one coalition leader stated : "But the bike path was 
kind of a no-brainer because it was already half-built, and we had a vision of 
extending it all the way to [nearby towns] and we knew there was political support 
from the board of Aldermen and the Mayor, to continue to build that bike path. 
So that's a good example of choosing something that's on the way already. II 
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Sometimes initiatives were not considered to be feasible if the obstacles were 
just too difficult. As one of the coalition members stated: "So a lot of the 
changes that [academic institution group] would have liked to make initially we 
were not able to do just because of the rotation on the facilities, the schools, and 
the skills of the staff. " 
This coalition had a lot of ideas generated from their data gathering 
process and their high degree of collaboration among the coalition . The coalition 
leaders, who facilitated the prioritization process, were sensitive to the way in 
which ideas were prioritized . One of the coalition leaders, who led the 
prioritization process stated: "I was never saying 'we can 't do it, let's move on ', it 
was more of 'let's make the changes towards the larger changes of [case site 
two]. We 'll hopefully realize as time goes by. " This leader added : "I tried to 
smooth things over and I tried to keep it moving in a positive way by saying 'I 
hear you, I think this is great, let's try to incorporate that in ', but we can 't 
incorporate everything in. It was kind of a negotiating thing." 
A prioritization process was used that supported this collaborative style of 
leadership, which did not eliminate any idea altogether, but rather ranked it lower 
than others by putting them in the 'parking lot' . One coalition leader stated : "So, 
looking at what kind of resources we had we could say that these three things 
are seemingly equitable, maybe the results would be equitable, but we don 't 
have the time or the patience for the task to see this one out, so we put it in the 
'parking lot' and moved ahead with the other idea that's more ready to go. " 
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Another coalition leader described the process of holding ideas for a later time by 
stating : "Generally, most of the time there was consensus about what we'd do, 
but in times where there wasn 't consensus we would make the strategic choices 
and say 'those are great ideas let's leave those for a more appropriate grant'. II 
The other key factor to determine feasibility was the level of interest within 
the coalition or by the target audience or target organization. One coalition 
member stated : "We had, like, eight ideas. Then we had to whittle it down based 
on the resources. We had to figure out 'what was the city most excited about?"' 
This concept of finding interest level as prioritization process held true at 
the school/eve/ as well. As one coalition leader stated : "We figured out that 
school food service [staff name] was in. She was waiting for this as a catalyst to 
take her department to the next level, so that was a win. In school curriculum, 
school superintendent [staff name] gave us the green light. We made up this first, 
second, and third grade curriculum, the [curriculum name] I think it was called 
"The coalition also found high levels of interest from the school committee . One 
coalition leader stated : "We went to that committee and asked 'well, what do you 
guys think about implementing this new after school curriculum with new cooking 
equipment? ', and they were like 'yeah! '. We got maybe five of them to sign on the 
pilot right there, and by the second year they all wanted it. II 
One coalition member describes this process of determining interest level 
as finding 'the sweet spot': "They had sort of this 'sweet spot' of sort of like what 
sounds good to the group. You kind of put out a bunch of trial balloons and see 
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what sticks. " One coalition member expressed that she learned the lesson of not 
finding the 'sweet spot' the hard way in a previous community. She stated: "And 
I know that I was personally not interested in hitting my head against the wall. 1 
had already done that in [another city] thank you vety much. So I had already 
come with the experience of, like, 'thou shalt do this ', and watching it just slide off 
the mountain, no traction there, was bad. You know, you tell them to do this and 
then they don 't do it, it's a big 'shockarama '." This coalition leadership felt that 
the value of finding what the community was excited about was not only about 
gauging the feasibility of the initiative but was important for the sustainability. The 
coalition leader stated: "Most importantly, this was set up to be sustained long-
term, so we wanted to develop things we knew would be taken up by the 
community and sustained and even extended over time. " 
Example Case Site Three 
Determining interest level is a critical factor of feasibil ity for this case site. 
Initiatives will only get under way if coalition partners consider it of interest to 
them. The CAA leadership stated that in considering new initiatives they ask 
themselves: "What is going in now? Where is data being collected? Who are 
your champions? What is your community most psyched about?" They added : 
"You have to pick something that you can do as opposed to just banging your 
head against the wall trying to get something done." 
One of the first in itiatives , a farm-to-preschool initiative, was considered 
highly feasible because it was building off of an existing oral health initiative that 
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targeted pre-school children . One coalition leader stated: "Well at first it was 
easy because we just finished the work. We had population with oral health. " 
The leader added that this initiative also had the advantage of building off of 
existing partner networks. The coalition leader stated: "We wanted to test some 
assumptions, so we went back to an area where we had constituents, and that 
was in the pre-school, early education arena, that where we did that oral health 
work, so the (farm) to pre-school (and) families became sort of the test case 
there. " 
In addition to the existing target population and established networks, this 
initiative was selected because it had interest by an agency that could help 
support the initiative. As one of the CAA leaders stated: "Preschool is a good 
place to start. [Name of commissioner], department of early education makes so 
that all pre-schools are overseen by a department, a state department. [Name of 
commissioner] is all over it; she'll show up at any meeting, she'll try to help us 
figure out what policies to push. How do we replicate across the (group)? So, it's 
fantastic. " 
Summary: The coalitions had a strong preference to use existing assets 
to build off of what was a positive in the community, what was considered to be 
highly feasible , and what the coalition was interested in developing and 
implementing . 
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10. Practice Nine: Dispersing Objectives to Other Community 
Organizations to Build Support and Momentum 
Practice: Coalition members build support and momentum by 
demonstrating the link between obesity initiatives and many other initiatives in 
the community, by going out in the community to infuse principles into other 
organizations and city departments, and by demonstrating early success. 
Decision Making Consequence: More interventions and opportunities 
become potential options for the coalition to consider or become involved in . 
'Ripple effects' occur; decisions are made by other organizations that enable 
more opportunities to increase physical activity and healthy eating. Wider 
adoption of the issue and objectives increased intervention opportunities become 
available for the coalition and other community organizations. 
Overview: A 'ripple effect' is observed primarily in case sites one and two 
where the coalition works in a highly collaborative way with various community 
partners and organizations. A ripple effect defined as 'a spreading, pervasive, 
and usually unintentional effect or influence'. [1891 It is proposed that, within the 
coalition membership, there is a stronger issue of ownership about the issue and 
a solid understanding about the objectives and how to reach them; increase 
opportunities for physical activity and healthy eating . This message is taken out; 
infused into other organizations in the community by the coalition members. 
Other studies have documented a ripple effect in a weight loss intervention . [1901 
It this investigation the ripple effect was related to how social interactions by 
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members of the coalition affected situations not directly related to the activities of 
the coalition. 
Example Case Site One 
Support for the coalition increased as the planning year progressed; the 
coalition increased from approximately 20-25 members to over 75 members. 
This increased support was partly accomplished by demonstrating 'common 
ground' ; a link between the initiatives to increase opportunities for physical 
activity and healthy eating to other organization 's objectives. This connection 
helped organizations see the relevance to their own organization 's goals, and 
therefore, could provide their support toward the coalition 's initiatives. 
One coalition member explained how she saw the connection from the 
work she does in the community to the obesity coalition 's work in this way: "You 
know for me, I want to make sure that we are keeping farm lands in production, 
that we are treating it well, and we enable ourselves to grow our own foods, and 
do it in a way that's good for people and good for the environment. So I think 
there's a lot of different issues that's wrapped up in this. It's not necessarily just 
about obesity. At the same time, we all recognize that it's an issue, and the more 
that we can do to create an environment in the community to promote to people 
living healthy lives, and not having physical ailments is a good thing." A coalition 
member who is concerned about children becoming more socially isolated due to 
personal video games expressed her connection to the obesity coalition's work 
when she stated : "What we were getting at was we wanted them to have more 
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contact, with other human beings, because basically what they do is they sit with 
the video games and play them by themselves and have no contact with other 
humans." Another coalition member from the recreation department found 
common ground: "We 're trying to get more and more kids, particularly with 
technology today, trying to get more and more kids out, not on their computers, 
not watching TV, not on their cell phones, to actually get them out enjoying 
activities, this has become a significant challenge since I have started." 
Another benefit of finding common ground and working together was just 
thinking about the problem differently. As one coalition member stated: "The 
value more was that we got to know people, people got to know about our 
project. They had a sense, by our questions, what this project was going to sort 
of engage people around --physical activity, healthy eating. It may have given 
some people some novel ways to think about 'oh , I never thought about that' ." 
And she added: "And now that people are used to working together and thinking 
of each other's agenda it's more in their heads and think of how that impacts the 
other's sectors. That it's easier to see how success can be accomplished. " 
Common ground between organization and members also benefitted the 
coalition in more ways than adding support. One of the coalition leaders 
described this 'win-win' situation in this way: "We try to look at the 'win-win ', you 
know. You do a Complete Street, people could walk or people could eat 
healthier, but you get to take credit for the beautiful streets you know. Less 
accidents, less whatever, you know so the 'win- win ' situation. " 
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Going out and 'spreading the word' was another coalition activity that 
helped to build support and momentum. Coalition members accomplished this 
primarily by taking what they've learned from the obesity coalition work and then 
participating in other organization's meetings. One coalition partner stated : "We 
now have somebody from [obesity coalition} that attends every park board 
meeting and [obesity coalition] has just become part of the parks board meeting." 
One of the coalition members also is a member of the school committee and 
stated: "You know, I go to a lot of school committee meetings too, and just that 
the conversation, the things that are coming up in the committee meetings now 
are very different from where they were five years ago. So five years ago it was 
all talking about healthy eating and now we 're talking about healthy eating and 
physical activity. And to me you know they have to go hand-in-hand and it's great 
that people are finally realizing that you have to be healthy active too and you 
just can 't just eat fruit and vegetables you have to do other stuff. " 
The ability to demonstrate some initial progress was also a factor that 
helped to build support and momentum. As one coalition leader stated : "I think 
it's not as important to sort of give progress reports, which nobody reads, than it 
is to make progress, that shows where people's lives are changing. " And when 
you do demonstrate progress you begin to gain momentum. As one coalition 
member stated : "So you start to create these small, simple projects, that get 
people together, and you start to see outcomes right away, and you find it 
snowballs in the right direction." 
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One example of this snowball effect was described this way by the city 
leader: "We 've expanded our after-school, our summer programs and we 've 
brought back sports into the middle school, people don't necessarily say 'that's 
great progress for the grant', they just say I want to sign my kid up for basketball, 
and it's great that its free. " 
The reinstatement of middle school sports was not an initiative by the 
coalition, but was a ripple effect created by one of the coalition members who 
was on the school board. The coalition member stated: "Well, they were noticing 
in high school sports, for example with incoming freshmen, there was less and 
less participation, which they thought was due to middle school having less 
leagues for the kids, as most times its very intimidating if you 've never played a 
sport to try to start in high school. So they figured in bringing middles school 
sports back, that not only would it help with active living and healthy eating, but 
also it would help with active participation across the board in all sports, city-
wide." 
Another benefit from this very collaborative approach was that the 
coalition came be viewed as a resource to many of the stakeholders in the 
coalition, helping them accomplish some of the things they had been wanted to 
accomplish for a long time. As one coalition member explained : "/know that [the 
coalition] are doing a heck of a job. We'll support them. They've come up with 
some great ideas. Even now they're coming up with ideas on how to promote our 
parks for kids to find them. We have 40 parks in [case site one] and we have 
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people in [case site one]. .. we took the bus ride with 30 of them one time and a 
lot of them didn't know where our parks were." They added : "We love what 
they're doing for us. It's unbelievable." 
Example Case Site Two 
The notion of finding common ground was also important for case site two. 
One coalition leader viewed the work of obesity coalitions as different from others 
they had participated in . The leader stated: "So, my perspective on this type of 
coalition work is that it feels different to me than doing work with, say, the Oral 
Health Coalition that I was working with before because everybody had a .. . even 
if you were coming from a different perspective, if you were a dentist or a 
hygienist or your focus was access or clinical care, you were oriented around oral 
health and with this particular issue people are coming from a variety of 
perspectives and backgrounds and value sets. " Another coalition leader stated 
a similar idea: ''They might not feel a very strong connection to the {obesity 
coalition] health perspective, per se, but there are elements of the work that 
really speak to them". For example one coalition member who was interested in 
environmental work stated the relationship to the obesity work in this way: "Green 
and sustainable practices and pieces really align with obesity work. If people 
want to bike to work because they don 't want to carbon and they really care 
about the climate, they're still burning calories and they're still burning energy, 
and that's good." 
The reasons why coalition members wanted to participate in the coalition 
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was not an issue with the coalition leadership. One coalition leader stated: "It 
doesn't matter why people are doing it, so bringing advocates to the table, even if 
they don't care about obesity, they care about air quality. There are different 
ways you can sell the story of obesity. And it's not really obesity; it 's building a 
healthy community. A healthy community is clean and fresh and the air is good 
and it's fun to walk around, there are local shops that you want to go to and you 
want to walk from place to place to place and you have parks and you have 
music in the parks and people want to eat and talk. All of those places connect to 
people and culture and art and a Jot of things that aren't really connected to 
obesity, but it makes a healthy community. II 
One of the most significant community leaders, the Mayor, saw the 
connection between city government and the obesity coalition 's work. The Mayor 
stated: "What we need is to be able to give or get all the stakeholders coalesced, 
get them engaged, find people's values, their hearts and minds, plumb the social 
change and reverse this trend in society. And municipalities however are great 
incubators to do this work, that's what's unique about it. II The Mayor also saw the 
connection to the Mayor's responsibilities: "Because as an elected official we 
institute and develop policies that create systems, and these systems cultivate 
environments and environments influence outcomes. II The Mayor added : "But 
my responsibility and inherent fiduciary duty, and moral obligation, our social 
duty, is to give you the best choice possible, for you, and leave that up to you. II 
This coalition also proactively attended other city planning meetings and 
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began to infuse principles of a healthy environment. One coalition leader 
explained : "I do think that going to other people 's meetings ... I mean, I think that 
one of our tactics was to not necessarily have people to come to our meetings to 
learn about obesity, but to go to other people 's meetings to kind of infiltrate their 
connection. " The coalition leader added: "The bike pedestrian coordinator started 
infiltrating as I say, it may be a strong word, but [the coordinator] infiltrating the 
planning commission, [and] organizing a bike committee. When somebody 
shows up in [case site towjcity hall, and they want to build condos, are there 
going to be bike corrals at your condo? Is the street going to be wide enough for 
people to walk by? Is it near public transportation? [The coordinator] began to 
infuse these principles around active transportation as we call it." 
The end result of establishing common ground and infusing principles of 
the coalition out into other groups was a ripple effect. One coalition leader 
stated : "The transportation folks now think about pedestrians and there are bike 
paths because they are now on their radar screen. As they revise streets and 
parks and whatever, those issues are more present than they were ever before. I 
think there 's been a huge leveraging of our collective efficacy in really promoting 
these great things. " 
Example Case Site Three 
Case Site Three found support and momentum on a citywide or broader 
basis to be a challenge for them . This challenge is discussed further in 
Challenges and Solutions section of Chapter Five. They found it very difficult to 
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achieve momentum due to the silo-ed nature of the decentralized coalition . The 
example in Case Site Three is related to lack of establishing common ground 
among various groups and organizations. The workgroups were very 
homogenous and more similar to the oral health initiative that was compared to 
obesity work in case site two. There was also a lack of infusing of principles into 
other city departments or organizations . 
Although this case site coalition was effective in creating and 
implementing policies and programs related to the obesity objectives, the broader 
impact or reach of collective , collaborative work had not yet come into fruition . 
The coalition is working toward that outcome as they would find it to be 
advantageous. 
One coalition leader expressed the lack of support and momentum when 
city government involvement is not participating in a collaborative way by stating: 
" [Name} has come in a couple times around built-environment, so while 
everyone is excited about it, it's not a way of getting a lot of traction into it, 
because that really requires city government to play a different role, we are 
talking about sidewalks and zoning and all that stuff, andthat's where the 
government has really not been a leader in that." 
A lack of city leadership can also create some friction between city 
departments and other organizations working in the community, and to avoid this 
group's work in a complementary rather than collaborative manner. One 
coalition leader expressed it this way: "And then we can do complementary work, 
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you know we don't have to fight for, not in a significant way, but this dance 
around who's in charge of this program has been a challenge in working, in a 
fully collaborative way always, around certain projects with a city government and 
sometimes health department. So we don't compete in that arena and actually 
look for complementary opportunities to work together in that fashion. " 
The workgroup and coalition leaders recognize the limitations of the 
decentralized model, yet continue to work to be effective where they can be. One 
workgroup participant stated: "I know it's so confusing because we're so 
disconnected in some ways, but yet connected in others. I think it works in 
different pockets that everyone is doing something so even if it's just one 
community with one community garden and that's all they know, then that's ok, 
it's better than nothing. We're getting there, {case site three] made some inroads 
in the past years and I'm pretty optimistic that the next few years are only going 
to get better." 
Another coalition leader stated a similar concept: "We still don 't have a 
staff that says it's okay for you to work five hours on this every month. So they 
come themselves to meetings because they themselves are passionate about it. 
That's how we deal with it, and we just try to do what we can. " 
Summary: Other community organizations and city departments included 
solutions into their programs or policies that would increase opportunities for 
physical activity and healthy eating, such as school sports programs or the 
transportation department including bike racks into city building ordinances. This 
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effect was not observed in case site three, but is included in this practice as an 
example of the absence of the ripple effect due to the limited interaction between 
the coalition network members in the decentralized organizational structure. 
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V. CHAPTER 5: INTERPRETATION AND RELEVANCE TO PRACTICE 
This chapter has two purposes; to analyze and discuss the findings of this 
investigation and to provide recommendations for practice based upon the 
findings. The analytic portion begins with a summary of the problem, is followed 
by a discussion of the results and concludes with a summary. To simpl ify the 
analytic discussion , the nine shared best practices for decision-making 
processes related to intevention selection have been grouped into three main 
categories : leadership , data to inform decision-making, and weighing the 
options. The next section is written for the practitioner. It begins with a brief 
discussion of the transferability of the results of the investigation , and is then 
followed by the translation of those results into practice i.e. the recommended 
best practices . A description of six substantial obstacles faced by the individual 
coalitions and how they addressed them is also offered. In addition , three 
attributes that were observed by the principal investigator in the exemplar 
coalitions are provided . Finally, this chapter finishes with concluding remarks . 
A. Summary of the Problem 
Obesity is a pervasive health problem. In 2011 , the Centers for 
Disease Control reported that obesity had reached epidemic proportions in the 
United States; [2141 63 .5% of adults were overweight or obese,[21 and nearly one 
third ( 31 .8%) of children between the ages of 2-19 were overweight or obese.[11 
Obesity is associated with excess deaths related to cardiovascular disease, 
184 
diabetes, kidney disease, and certain cancers (colon, breast, esophageal, 
uterine, ovarian, kidney and pancreatic).l31 It is also a risk factor in the most 
prevalent chronic diseases including Type II diabetes, heart disease, stroke, high 
blood pressure, hyperlipidemia, arthritis, sleep apnea, and depression.[41 There 
are many determinants and risk factors associated with obesity that contribute 
independently, but many also interact with each other including: genetic,[961 
biological ,[971 social , [1101 environmental,[98· 1141and economic.[1151 
Communities are ideal sites for implementation of obesity prevention 
strategies: Due to the intractable nature of obesity, !241 strategies that address 
obesity prevention are recommended .[421 Communities are considered an ideal 
site for obesity prevention interventions because they can address an individual's 
social and physical environment through a variety of channels.l421 Community-
based coalitions are encouraged by national health agencies and federal and 
state governments to take action to prevent or reduce obesity because they are 
believed to be potential mechanisms to foster individual and systems change in 
their communities.r451 Currently, limited empirical evidence exists regarding the 
effectiveness of community coalitions to improve health outcomesJ231 Several 
reasons have been suggested for this lack of evidence regarding the 
effectiveness of community coalitions: a) they are inefficient or insufficient 
mechanisms for carrying out critical planning tasks;l1521 b) the interventions 
themselves are not sufficiently comprehensive ; [1531 c) there is low utilization of 
the interventions by the community;l1521 and d) methodologicallimitations.f152J 
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Challenges with selection of effective interventions: As discussed in 
the previous section, implementation of interventions that are not sufficiently 
comprehensive could be a limiting factor of a community-based coalitions' ability 
to improve health outcomes. Selecting the intervention is a critical task of 
community-based coalitions and one that is typically accomplished during the 
formative or planning stage of the coalition.r1581 Unfortunately, selection of the 
intervention is particularly challenging for community-based obesity coalitions 
because there is very limited empirical evidence regarding obesity interventions 
that are effective at the community level.[231 In contrast, there are a sizeable 
number (over 700) of unproven or untested interventions for communities to 
implement. [421 This extensive list of recommendations adds further complexity to 
a critical task that is already challenging due to: a) the lack of evidence 
regarding obesity interventions at the community level ; [231 b) the multiple causes 
of obesity and the need for a comprehensive solution;r481 c) the complexity of 
working in a dynamic community environment,r231 and d) the collaborative 
characteristic of a community coalition ,[1 211 that will be responsible for the 
selection of the intervention. 
The purpose of this investigation was to identify best practices in decision-
making processes related to intervention selection of three model community-
based coalitions working to improve obesity in their communities, utilizing a 
multiple case study design. The findings can be shared with other community 
coalitions working to reduce or prevent obesity in order to facilitate their decision-
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making processes related to intervention selection. Relevant community-based 
obesity interventions can increase the likelihood of success in achieving obesity 
related outcomes in communities. 
B. Discussion of Results 
The following was learned about the practices of the three exemplar 
community-based coalitions related to their decision-making processes for the 
critical planning task of selecting interventions? Each coalition had unique 
practices and related processes, however, analysis of the semi-structured 
interviews revealed nine shared practices. Chapter Four discussed how these 
practices were represented in each case site. For the purposes of simplifying the 
analytic discussion, the nine shared practices have been grouped into three 
main categories: coalition leadership, data to inform decision-making, and 
weighing the options. The specific practices have been organized within each 
category in the following manner: 
Coalition leadership: This category is comprised of four practices: Practice 
One: Setting a vision and objectives; Practice Three: Defining an organizational 
structure that maximizes collaboration and shared decision-making; Practice Six: 
Leaders taking a strong role in guiding and simplifying the process; and Practice 
Nine: Dispersing objectives to other community organizations to build support 
and momentum. 
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Data to inform decision-making: This category is comprised of three practices: 
Practice Two: Obtaining financial resources that support the objectives ; Practice 
Four: Gathering information from the community; and Practice Five: 
Communicating information with the community and coalition members. 
Weighing the options: This category is comprised of two practices: Practice 
Seven: Al igning community-based information with objectives; and Practice 
Eight; Making final selections by consensus. 
1. Category One: Coalition Leadership 
As described in the introduction , this category is comprised of four 
shared practices: Practice One; Setting a vision and objectives, Practice Three: 
Defining an organizational structure that maximizes collaboration and shared 
decision-making; Practice Six; Leaders taking a strong role in guiding and 
simplifying the process; and Practice Nine; Dispersing objectives to other 
communities to build support and momentum. 
This is a large category because many of the shared practices were 
managed or influenced by the coalition leadership. The coal ition leaders had the 
skills and experience to manage a large, diverse coalition membership that had 
little formal train ing in obesity prevention strategies . Specifically, the leaders 
had skills related to facilitating meetings, managing complex group dynamics, 
managing large and complex projects, and building collaborative processes; 
particularly shared decision-making. These leadership skills have been 
recognized as valuable to coalition leaders who manage collaborative coalitions. 
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[2151 P·67 There are organizations who specialize in training these skills which are 
termed 'facilitative leadership' skills and are "rooted in shared power and 
decision-making , consensus building , collaborative skill , and servant 
leadership". [2131 
The coalition leadership established the coalition structure taking into 
consideration the depth and breadth of involvement from city officials and city 
departments. The preferred model by all of the case sites was that of a 
centralized model; a more complex, comprehensive collaboration .l216lP·31 
However, this required cooperation from city departments, which was not 
forthcoming in case site three. (Challenges related to a decentralized model will 
be discussed further in Challenge and Solutions section of Chapter Five.) The 
lead agencies, where many of the coalition leaders worked , were capable and 
well-known in the community which is a recognized characteristic of successful 
lead agencies.[1211P·97 
One of the first activities the coalition leadership accomplished was to 
establish a long-term vision with broad objectives. This is a typical task for 
coalitions in the formative or planning stage.l121 · 141 1 The coalition leaders from all 
the case sites included evidence-based determinants of obesity in their broad , 
initial objectives specifically those related to improvements in physical activity 
and healthy eating within the community environment. This environmental 
approach to obesity prevention is supported by the Socio-Ecologic Model 
promoted by the Centers for Disease Control. This model encourages 
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communities to make changes to the environment to give residents access to 
healthy foods and opportunities to be physically active. [481 Physical activity and 
healthy eating are established determinants of obesity due to the concept of 
energy balance; energy expenditure through physical activity and energy intake 
through eating. The biologic mechanism of energy-balance was previously 
introduced in the literature review section discussing the "thrifty gene 
hypothesis". [971 This theory suggests that a contributing factor to the obesity 
epidemic is a result of our own biologic traits interacting with an environment and 
a lifestyle that accommodates low energy expenditure and easy access to low-
cost, energy-dense foods. Examples of what is now collectively termed an 
'obesogenic' environment,[381 were identified by Lobstein[1141 and included 
specific factors: "decrease in opportunities for recreational physical activity, 
decrease in structured physical education in schools, increased sedentary 
recreation, greater availability, quantity and variety of energy dense foods, less 
availability of fresh fruits and vegetables, more frequent use of restaurants and 
fast food stores, larger portions of food offering better 'value' for money, 
increased frequency of eating occasions, rising use of soft drinks to replace 
water, and a decrease in frequency of family meals".l114l 
Throughout the planning stage, coalition leaders were very mindful of their 
role in facilitating and enabling the information gathering, information sharing and 
decision-making process. They understood that to keep the network members 
engaged , and feel a sense of ownership in the process and the outcome, they 
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needed to allow for and manage the interactive discussions about the 
intervention options. This has been cited as an important process for coalitions 
elsewhere. [1431 The leaders also continually guided the options to align with the 
goals and objectives and worked to ensure consensus was reached. Coalition 
leaders would remind the network members of the objectives they were seeking 
at various points in the decision-making process; before the meetings began or 
during the discussions when topics or ideas were straying from the objective. 
They used the practice of putting ideas that were less feasible on the 'back-
burner'; ideas that should be reconsidered at a future point in time. This process 
enabled network members to contribute their ideas while keeping the intervention 
selection process on track. In general , there was a high degree of respect and 
trust for the coalition leaders and their work to manage this process. 
The coalition leaders reduced the number of options for the member 
network to choose from in two of the case sites and proposed a plan for a 
workgroup to respond to in the th ird case site. These processes make decision 
making easier. Iyengar suggests that based upon earlier work by Miller,[1781 the 
maximum number of choices for any decision is five, plus or minus two, 
depending upon the complexity of the choices and the expertise of the 
individual(s) making the choices. [1741P·191 The fact that the leaders, who were 
experts in obesity made the initial reduction of choices from a more complex set 
of options, also is supported by others. Iyengar suggests that decision-making 
involving a higher number of choices , more than five plus or minus two, can be 
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made by more easily by experts in a given domain . [1741 
Summary: The impact that the coalition leaders had on the decision-
making process was significant. Their original vision and objectives acted as an 
inspirational 'beacon ' that helped keep decision-making focused and on track 
throughout the planning phase. More importantly, establishing objectives that 
include evidence-based determinants of obesity increases the likelihood that, if 
implemented and adopted , the interventions will have a positive impact on 
obesity prevention in the community. The coalition leaders facilitative skills 
combined with relevant knowledge and expertise in obesity was instrumental in 
helping guide the group discussions; keeping the 'guardrails' in place when 
various ideas were being generated by the network members while encouraging 
active group discussion and engagement. The leaders also presented a 
manageable set of options for consideration which helped simplify the decision-
making process. These factors may have contributed to an efficient, consensus-
driving , decision-making process. 
2. Category Two: Data to Inform Decisions 
This category is made up of three practices or themes: Practice Two; 
Obtaining financial resources that support the objectives, Practice Four; 
Gathering information from the community, and Practice Five; Communicating 
information with the community and coalition members. 
Data or information gathering and sharing were dynamic activities that 
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consumed the largest amount of time during the planning stage, approximately 
four to six months. The coalition members gathered information from community 
residents and stakeholders in various sectors of the community including: 
elementary and pre-schools ; administrators, teachers, students, food service 
workers, and parents, worksites , health care systems, city department officials , 
and the community-at-large. It was considered a critical activity by each of the 
case sites because it was believed that implementing solutions that 'came up' 
from the community would increase the probability that the interventions could be 
sustained. The coalition leaders reviewed the non-local, national evidence and 
recommendations , relied upon technical experts provided by the grant, and had 
discussions with other community coalitions who had implemented obesity 
related interventions in order to learn from their experience. 
Gathering information about why the health problem exists , and how to 
improve it, is a defined step in decision-making related to the selection of 
interventions.[200l Other studies have cited the importance of obtaining 
considerable community input, for both the development and delivery of 
interventions, and should be considered 'critical' aspects of community-based 
health promotion .[153l Data gathering is an activity among coalitions in the 
formative stage ,[158l and data sharing to inform shared decision-making is also a 
recognized practice in comprehensive, collaborative coalition models. [21 6lP ·28 
Studies have suggested that there may be less conflict related to interventions if 
the community participated in the early stages of the intervention planning. [141 l 
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Others have proposed that a lack of community participation in the planning 
stage may be one of the reasons for the modest results found in community-
based prevention interventions.l1531 
Most community-based coalitions value the collaborative processes of 
information sharing and shared decision making. Although the practice of sharing 
information in order to make shared decisions may be highly recommended and 
valued , the management of the process can be extremely challenging for 
coalition leaders. The coalition leaders used facilitative leadership skills to help 
manage the information sharing process. They were also very cognizant of 
documenting and record ing all information and sharing it in various formats for 
easy access by the network members. As discussed in the previous section , all 
network members were able to contribute information that they gathered as well 
as debate and discuss the shared group information. 
Grants are included in this category because of the influence they had on 
the type of information that was collected in the case sites. The grants that were 
sought after were aligned with the broader vision and objectives. Grants 
provided work plan deadlines, which gave a sense of urgency to the data 
gathering , sharing and decision-making activities. The time constraints imposed 
by the grants may have contributed to decisions considered as less time 
consuming , which was described as more feasible by respondents. This impact 
of time constraints on decision making has also been cited in other studiesJ2091 
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Summary: The information gathered was shared among the coalition 
network members and was an important source of data used to inform the 
coalition 's selections. Processes uses to share the information allowed the 
network members to engage, discuss and understand the information . This 
helped to facilitate consensus in decision-making. Time constraints imposed by 
the grants may have contributed to decisions considered as less time consuming, 
described as more feasible by respondents. 
Another benefit of the information sharing process, other than using the 
information as a basis to make decisions, was that the access to community 
information helped the inexperienced or non-professional network member to 
make decisions based on data, rather than on personal opinion or personal 
experience alone. This may have helped discussions stay focused . 
The quality and efficiency of decisions in community coalitions can be 
negatively affected if meetings are not well managed; minutes are not recorded 
or agenda items are not followed up on.[2 121 This issue was not discovered as an 
issue in this investigation. 
3. Category Three: Weighing the Options 
There are two practices or themes that make up this category: Practice 
Seven ; Aligning community-based information with objectives, and Practice 
Eight; Making final selections by consensus. These are the practices related to 
selecting the interventions after the various sources of information were collected 
and shared throughout the planning stage, as was discussed in the previous 
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section . 
Several months had passed between the time the original vision and 
objectives were established and the time that the coalitions were making their 
decisions about selecting the interventions. A substantial amount of information 
had been collected from the community and elsewhere and there were many 
options to consider. Others have reported that defining selection criteria to help 
choose between options is an important step in the decision-making processes of 
groups.l2001 In these three case sites, there was not an explicitly expressed set of 
criteria to use to make the final selections. However, there were implicit criteria 
that were 'understood' between all coalition members; a need , gap, or asset 
discovered during the information gathering process, and alignment with the 
original vision and information gathering process. Sustainability was another 
'understood' criterion as it was perceived to be an embedded component in the 
objective to create changes in the community at the organizational and 
environmental level. Other studies have cited the importance that sustainability 
needs to be considered as part of the intervention development process . l1411 
Intervention options were considered for selection if they; a) supported the 
initial vision and objectives, which were environmental and organizational 
changes to increase opportunities for healthy eating and physical activity 
(evidence-based determinants of obesity) , and , b) were identified as a gap or 
need, or an asset based upon the information gathered from the local 
community. The final selections were weighted as a higher priority if they were 
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built off of existing community assets; a physical asset, program, or partnership 
network that was already in place or a human asset; the interest level of the 
target audience, and the interest level of the coalition members. Priority was also 
given to interventions that were considered to be highly feasible , which included 
time, cost, and level of difficulty to implement. This highly collaborative process 
required ample time, often multiple sessions, in order to discuss and debate the 
options. In all case sites, this process was supported by leaders with strong 
facilitative skills , as discussed in earlier sections. Final decisions were made with 
a degree of confidence that they would be able to be acted upon in the very near 
term with a high chance of success. 
The degree of interest by the target audience was a key criterion for 
prioritizing. Interest by the target audience was considered an important factor in 
participation but also in sustainability over time. Krueter suggested that low 
participation by the community could explain why community-based coalitions did 
not produce stronger outcomes.l1521 Roussos and Fawcett also suggested that 
one of the reasons the community-based MRFIT[1321 trials did not meet expected 
outcomes was due to the lack of community participation in the decision-making 
process regarding intervention selections. (The MRFIT trials were primarily 
research-led interventions in targeted communities .) They suggested that 
sustainability of the intervention , once the research project was completed , 
needed to be considered as part of the development process. [1411 These 
coalitions made del iberate efforts to ensure that community residents , 
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stakeholders, and coalition network members opinions and feedback were 
included in the planning process. 
There is agreement in the literature that engaging the coalition 
membership is an important factor to sustain the coalitions' efforts,[142l [216lP ·158 
although , it is suggested that the engagement is important for building capacity 
but not for identifying and solving complex health problems.[1521 However, using 
coalition member interest as a criterion for prioritizing and choosing the 
intervention , as was found in these exemplar case sites, is not well documented 
in the literature. The leaders of these coalitions wanted to include coalition 
member opinion and feedback in the selection and planning of the intervention as 
a means to increase the probability of success of the intervention. 
The coalitions all used some sort of consensus process to reach final 
agreement. One coalition used voting, including votes submitted through an 
electronic survey, and the other two used group discussion . Reaching consensus 
is viewed as an important result of a collaborative process . It is important to note 
that the leaders simplified the selection process by reducing the initial options to 
a manageable number (up to ten). The leaders presented the options to the 
coalition member network or workgroup for discussion and final selection . 
Summary: The information gathered from within the community and 
outside the community was combined to inform the decisions related to 
intervention selection. The coalition leaders first reduced the number of options 
to a manageable number, no more than ten, and presented to the coalition 
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member network to share in the decision-making . A set of informal criteria was 
used to prioritize the options. Decisions were made by consensus , using voting 
processes or through discussion . 
4. Overall Summary of Results 
There are many contextual factors that influence coalitions in their 
formative stage including ; community politics , history of collaboration of the 
coalition members, community norms and values , community demographics and 
economic conditions and geographyY 171 There were many unique contextual 
factors in each of these three exemplar case sites. The case study methodology 
allows for the isolation of the phenomena of interest, in this investigation , the 
decision-making process related to selection of the intervention intending to 
reduce obesity in the community. 
Can these findings be applied , or transferred , to other communities? 
While three community case studies are not meant to be a representative 
sample, because there were nine common practices across three unique 
communities with different contexts they are considered more likely to be 
trustworthy or true. As discussed earlier these findings are triangulated. Creswell 
& Miller define triangulation to be "a validity procedure where researchers search 
for convergence among multiple and different sources of information to form 
themes or categories in a study".[4l p. 126 It is the use of multiple methods, and 
multiple data sources , in the study of phenomena including surveys, archival 
analyses, documentary searches , and direct field observations in order to 
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increase the credibility of the results. [2061 Even though the sample size of three 
was small , the results from these findings could be considered to be truthful and 
therefore, are recommend as best practices for the field. The best practices are 
detailed in the following section . 
Currently, a gap exists between proven obesity prevention practices, as 
indicated by research evidence-based interventions, and the effectiveness of 
those interventions when implemented in the community. On the contrary, 
hundreds of untested recommendations make it difficult to make choices that are 
most likely to be effective for the trained public health professional, but nearly 
impossible to choose for an untrained individual working in the community. As 
John Nesbitt said in his book 'Megatrends': "We are drowning in information , but 
starved for knowledge."[21 81 
Currently decision support tools to help community-based coalitions select 
effective interventions are lacking .[501 This investigation attempted to determine 
the type of information or processes that would best support decision-making in 
community-based coalitions. This exploratory work could assist the development 
of decision support tools and frameworks for obesity coalitions working in a 
community-based environment. 
C. Translating Findings to Practice 
This section is written for the field practitioner; anyone working in a 
leadership role with community-based obesity coalitions. It begins with a review 
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of the problem that community-based obesity coalitions face, is then followed by 
a discussion of the transferability of the findings to the field , and finally outlines 
the recommended practices that support decision-making processes related to 
selecting community-based obesity interventions. The recommendations are 
based upon the findings of this investigation. The best practices are written as 
action-based activities for the coalition ; what they should do based on the results 
derived from the three exemplar coalitions. 
1. Review of the Practice-Related Problem 
There are several challenges facing community-based coalitions working to 
reduce obesity: 
a) obesity results from complex, interconnected, and interacting influences 
within and between an individual 's genetic makeup, 1961 their biology, 1971 
their personal preferences and interpersonal relationships,l99 · 1101 their 
organizational and environmental surroundings, 198· 1141 and economic 
circumstances.l1151 It therefore requires comprehensive solutions, 1481 
which in and of themselves, pose substantial challenges for any single 
organization , 
b) the science-based evidence regarding the determinants of obesity is 
substantial and difficult to effectively synthesize and assess, 1491 
c) decision support tools and frameworks to assist coalitions with the 
selection of appropriate obesity interventions are lacking , ISO] 
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d) the practice-based evidence or proven strategies regarding outcomes of 
and processes used by effective obesity interventions at a community 
level is limited ,r51 l and 
e) the inherent organizational challenges of community coalitions impose 
further difficulties to effectively manage this complex health issue.r23l 
This investigation sought to provide lessons learned elsewhere for 
community-based obesity coalitions in the field to help them effectively select 
relevant obesity interventions in their communities. The primary objective of this 
investigation was to : "Identify, understand, and compare the decision making 
processes in community coalitions that achieved some success in order to derive 
models of best practice for the process of planning and selecting community 
based interventions that intend to prevent or reduce obesity by producing 
changes in health policy, health behavior, or health outcomes." 
2. Transferability of Results 
Can the findings from this investigation be 'trusted ' to be models of best 
practice? In qualitative research methods, the inclusion of more than one source 
of data, in this instance the three unique cases, enables the triangulation of 
information , which provides a stronger foundation for analysis . Creswell & Miller 
defined triangulation as "a validity procedure where researchers search for 
convergence among multiple and different sources of information to form themes 
or categories in a study" .r2051P 126 Although this investigation involved only three 
case sites, there is a higher degree of confidence that the findings are more 
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robust and replicable in other community-based obesity coalitions because the 
practices for the planning processes were common among all three coalitions; 
they triangulated over multiple sources of information. In qualitative methods, 
the ability to translate the findings into practice is referred to as transferability, [2071 
This concept is similar to generalizability using quantitative methods. Thus, the 
nine practices for planning processes that were shared between the three case 
sites may be considered to be more likely to be 'true' due to the triangulation of 
the data and may be transferable to other community-based obesity coalitions. 
3. Recommendations 
The obesity epidemic continues to persist, and communities are urged to 
take action to prevent obesity in their communities. This is an important 
recommendation despite the many challenges previously discussed in this 
chapter. Until more practice-based evidence regarding obesity interventions in 
the community is produced and available, the practices of successful obesity 
coalitions related to their decision-making processes can provide a useful 
roadmap to help other community-based obesity coalitions select their 
interventions. The following recommended practices are targeted toward the 
coalition leadership and are described in a chronologie order. The practices are 
particularly useful for a coalition just getting started , though can be used for a 
coalition in any of the developmental stages to address a gap in the 
recommended practices. 
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1) Best Practice #1 : Coalition leaders have community experience and have 
training in the substantive area of interest to the coalition. 
At least one coalition leader should have formal training in obesity 
prevention strategies at the population level , for example, a registered 
dietitian, an exercise physiologist, or a public health professional. Coalition 
leadership requires competence and experience to manage a large, diverse 
coalition membership that may have little formal training in obesity prevention 
strategies. Specifically, skills related to facilitating meetings, managing 
complex group dynamics, managing large and complex projects , and building 
collaborative processes; particularly shared decision-making. 
The Interaction Institute for Social Change was recommended by coalition 
leaders in this investigation as a resource to provide additional leadership 
skills building , if required . http://www.interactioninstitute.org/. Several other 
similar resources are available . 
2) Best Practice #2: Coalition leaders create a comprehensive , centralized 
structure, where there is a high degree of collaboration between the network 
members that ach ieves broad a reach across the community. 
The coalition leadership should include the lead agencies and also key 
city officials from the board of health, the parks and recreation departments, 
the transportation department, and representatives from the public schools . 
This type of organizational structure can provide access to multiple 
intervention resources and channels needed to achieve a multi-faceted 
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intervention approach. A highly collaborative organization enables 
comprehensive solutions and provides other benefits. It facilitates 
relationship building among the coalition network that creates efficiencies and 
overall effectiveness of the coalition. A diverse member network builds 
awareness and recognition because the members connect with many 
different places within the community. 
3) Best Practice #3: The coalition establishes a shared vision and objective 
that include evidence-based determinants of obesity. 
Creating and articulating a shared vision and related objectives are 
essential practices as coalitions begin their planning process. The best 
practice of this activity is to ensure that the original vision and objectives are 
kept intact throughout the planning and intervention selection process. The 
vision and objectives serve as guideposts and should be used whenever 
options are considered for inclusion. The vision and objectives should be 
documented and distributed to new members of the coalition and be 
presented verbally and otherwise in all communication materials and at 
meetings when options are discussed. The objectives should include 
evidence-based determinants of obesity and emphasize comprehensive 
solutions focusing on the community environment. Initiatives that include 
opportunities to increase physical activity and healthy eating should be 
included as two of the evidence-based determinants. The coalition leaders 
trained in obesity should provide the evidence-based determinants to the 
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group that develops the vision and objectives. 
4) Best Practice #4: Coalition network members seek funding opportunities that 
support the objectives. 
Pursue grants and other funding resources that support the planning and 
selection of interventions that achieve the objectives. Many national and local 
grants are available for communities working on obesity. 
5) Best Practice #5: Coalition network members gather information directly 
from the community. 
Coalition network members are all valuable information resources and can 
contribute to ongoing assessment regarding relevant community assets and 
gaps; particularly as they relate to the vision and objectives. This can be 
accomplished by surveys, interviews, and focus groups of key stakeholders; 
'walk audits', which are on-foot observational surveys of targeted areas such 
as parks, playgrounds, and school areas; and meetings with the residents of 
the communities . It is recommended to hire bilingual speakers , if a language 
barrier exists , to help transmit information between all meeting attendees in 
order to communicate more clearly and accurately to enable a deeper 
understanding of the issues. Coalition leaders should be responsible for 
gathering information outside the community; from technical resources 
provided by funding partners, national resources , neighborhood and 
professional associations as well as from other communities who have 
previous experience. 
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6) Best Practice #6: Communicate the feedback and insights from information 
gathered. 
Coalition leaders devise both internal and external communication 
strategies to provide the information gathered from the community and other 
external sources to all the coalition network members and relevant 
stakeholders. The purpose of this practice is to provide all individuals, who 
are involved in the decision-making process, with similar information on which 
to base their decisions. The communication methods should include regular 
meetings throughout the community information gathering process; biweekly 
or a maximum of monthly meetings. All meeting minutes should be 
documented in detail and distributed to the entire coalition network. 
7) Best Practice #7: Coalition leaders synthesize all information collected, 
prioritize and reduce possible intervention options prior to presenting to 
coalition network members to make the final decisions . 
It is most helpful if the coalition leadership produce a reduced set of 
intervention options, ideally no more than seven at one time, and ask the 
coalition member network to make the final choices . There will be a significant 
amount of information to sort through and organize. Priority selection criteria 
should include at a minimum (there may be more) the following; 1) perceived 
to meet the vision and objectives; 2) addresses needs and uses assets 
discovered in the community assessment; 3) are perceived as feasible 
(doable) ; and 4) will most likely have high participation rates by the target 
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audience based on information provided by the residents and will be 
supported by the coalition network members. 
8) Best Practice #8: The selection of interventions is determined through 
shared decision-making processes. 
The coalition leadership allows the coalition network members to share in 
the decision-making process. This will require multiple meetings that enable 
all members to discuss the options thoroughly before making final decisions. 
Network member can use a formal voting process or reach consensus 
through discussion. For those members who are not able to be present an 
online, a survey tool like Survey Monkey can allow all members choose their 
preferred interventions. http://www.surveymonkey.com/ 
4. Obstacles and Solutions 
What were the obstacles that community-based coalitions had to deal 
with in order to make those decisions and how did they accommodate or 
overcome them to develop successful interventions? This was a secondary 
research question in this investigation, and the answers are descriptive rather 
than formally analyzed or directly observed. These challenges were described 
during the semi-structured interviews when respondents were asked about 
obstacles encountered during their formative stage, which spanned an 
approximate twelve-month period . There were some challenges that rose to a 
level of significance that, if unable to be successfully addressed, would likely 
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have prevented the coalition from moving forward to meet their objectives. Each 
challenge described below is unique to the case site and none of the described 
challenges overlapped with the other case site's identification of their challenges. 
The respondent-reported challenges, discussed in the following section, were 
most likely influenced by the unique context of each case site including the local 
political environment, the structural organization of the coalition, and the history 
of collaboration between the coalition members and community partners. These 
contextual factors are identified within the Community Coalition Action Theory 
(CCAT) which include five domains that influence coalition structure and 
processes; history of collaboration, community politics and history, community 
norms and values, community demographics and economic condition , and 
geography.!2191 Although , not a widely adopted construct at this time, it is a 
useful organizing framework to classify contextual influences on community-
based coalitionsY171 
The coalition 's experience with these challenges, and the solutions they 
used to overcome them or manage around them, provide lessons for the field if 
they are experienced by other coalitions in practice. All of the challenges that are 
identified in the following section affected the decision-making processes in some 
way; some more directly than others. Six significant challenges were described: 
1. Gaining city council support- Case Site One 
2. Lack of awareness of the initiative in the community- Case Site One 
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3. Managing a large coalition with little direct experience in obesity- Case 
Site One 
4. Creating systems change in a resource-strapped and demanding 
environment- Case Site Two 
5. Leading disparate community groups toward a unified culture of 
collaboration- Case Site Two 
6. Creating broad systems changes in a decentralized organizational 
structure- Case Site Three 
Challenge One: Gaining city council support (Case Site One) 
The city council and the Mayor needed to approve the initial state 
sponsored grant. The city council did not consider obesity to be an issue for local 
government. The Mayor stated : "A few years ago [the grant] was almost 
rejected by city council, because they said 'we don 't care if we have massive 
obesity rates, as obesity is not an issue for government to deal with '." One 
coalition member stated: 'A lot of people [in the city] were thinking this whole 
thing was geared toward 'I'm going to tell them what to eat and how to exercise '. 
And that was, from a political end, very strong. In fact, initially, my memory's 
coming back, initially the council rejected to accept the grant on that basis. So we 
had some struggles right from the start." Another coalition leader recalls that the 
city council wanted the grant funds to be used to open the local pool. They felt 
that this would align with the grant because this would help children and families 
to be more physically active. They stated: " ... they [the city council] have to vote 
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on all the funding that comes in to the city, and um they initially were going to 
vote it down and then send it back because they couldn 't understand why it 
couldn 't pay to open the pool." 
This challenge is related to the political ideology of the local government in 
that particular community and was not described as a specific contextual factor in 
the other case sites. In fact, in case site two, the local government was highly 
engaged in the coalition 's activities. The political context for case site three had 
more to do with the fact that the city departments were not working in a 
collaborative manner with the other organizations in the coalition . (This unique 
challenge for case site three is described later in challenge five ; creating broad 
systems changes in a decentralized organizational structure.) Ultimately, the city 
council did accept the grant. The ways in which the coalition achieved this are 
detailed below. 
1) The Mayor stepped in. The issue was resolved in part because the Mayor 
stepped in to express support for the grant. One coalition member explained : 
"The Mayor stepped in to actually try to help". The Mayor viewed their role in 
resolving this obstacle in this way: "So that is part of my role, to allow these 
things to happen. To let the sources of state and federal revenue to know that we 
are on board. " 
The Mayor of this community believed that the role of local government 
was to provide a healthy environment for residents. The Mayor explained their 
viewpoint this way: "I've always been a big proponent of the policy and 
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philosophy type thing, and I'd say "sustainability" was a big part of it, and the 
ability to really impact people on a daily basis, we didn 't want to focus on just 
creating programs that people had to buy into, we wanted to find a way to 
change the environment, so people could do things that would help make them 
healthier." This particular mayor was influenced by other mayors' viewpoints , 
particularly Mayor Bloomberg from New York City. The mayors share ideas and 
practices on a monthly basis during the 'U.S. Conference of Mayors' meeting . 
The Mayor also described one of their personal sources of inspiration: 
"Look at the work of Marian Stoddard, with her "Work of 1, 000". She is someone 
who came here in the 60's, and was basically a housewife, and she noticed that 
the river was polluted, and she started basically harassing people, and gained 
the support of politicians. And that led to the passing of the Massachusetts 
Clean River Act, and cleaned up the Nashua River, which was one of the top ten 
most polluted rivers in the country. And out of that she then started the Nashua 
River Watershed Organization, which is a leading group in terms of clean-up 
efforts, and educational efforts. And led to inspiring the development of 
politicians like me, which became one of the reasons why I ran. It made me 
think, 'what if people who already buy into the vision become politicians?' You 
can get a lot more done. " 
2) . Coalition leaders focused their position on environmental changes for the 
community. The other factor involved in resolving the issue was the coalition 
leaders , who spent time and effort working through the issue with the city council , 
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to help them understand what they were trying to accomplish. The argument that 
environment is associated with quality of life and health of the residents in the 
community was the key point that the coalition leaders were trying to explain to 
the city council and that changes in the community environment had the ability to 
impact a lot of people. One coalition leader explained: "That's when we went 
before the council as a whole and tried to explain it the best we could. That it's 
not for program changes that it's for, like I said, system and environmental 
changes." 
Lastly, there was also a bit of serendipity involved. One coalition member 
said: ''The big, vocal person that was extremely against it is no longer on the 
council." It is also interesting to note that the initial opposition by the city council 
may have been a factor in prioritizing initiatives that could demonstrate early 
success. One coalition leader stated: "So we went after the low hanging fruit 
first. . .. We needed to show city council that you know this is really working. 
We 're really doing something. We're not just talking." 
It is difficult to determine if the coalition leadership would have been 
successful in convincing the city council to accept the grant without the help from 
the mayor; it most likely played a significant role in the council 's decision to 
accept the grant. However, the combination of the mayor's vision and the 
coalition leadership's position of broader environmental interventions was an 
effective tactic. 
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Challenge Two: Gaining awareness in the community (Case Site One) 
Communication messages, channels, and methods to drive awareness in 
the community is a common activity of all community-based coalitionsY16lP-185 
However, case site one wanted to reach broadly across the community in a short 
time period and initially found it difficult to accomplish. They utilized two tactics 
that ended up being very effective for them. This particular challenge was not 
described by the other case sites. Case site two had a long history of coalition 
activity with a highly engaged community, and this enabled them to connect with 
residents on a regular basis during various community meetings to increase 
awareness in this way. Case site three most likely did not have this challenge 
because their initiatives were not attempting to reach broad awareness across 
the community. 
One coalition leader stated: "I think one of the barriers is before we even 
knew who we were, we didn't have a one pager or anything, it was like trying to 
explain to you what [coalition program name] is. I'm just walking into your office 
and I said 'here let me tell you about [coalition program name], and you 're 
looking at me like 'I don 't want to give you anything'." Another coalition member 
expressed it this way: "Getting name recognition and at first that's a barrier." 
They also realized that a language barrier was contributing to the lack of 
awareness and involvement by the residents . One coalition leader explained : "I 
don 't speak Spanish and it's mainly in a speaking Spanish community and I was 
like frustrated. It's not like I'm not trying." 
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The coalition used two tactics to address this obstacle: 
1). Developed and promoted a brand identity. The coalition developed and 
packaged a name and a logo for the initiative, and then worked to get it out into 
the community; in other words, they marketed themselves. One coalition leader 
stated: "Well, we had a logo. We didn 't particularly like it but we had one. We got 
it on T-shirts, we got it in the paper, we did a loop around the city where they put 
the logo at quarter mile intervals. So you know we were trying to get out there. 
We had the mayor speak about it at our kickoff event for you know, walking, we 
carried balloons around the city. Anything that we do we have a sign made up, 
we did a parks assessment with the [partner network], and on the side of the 
trolley we had our [coalition program name] so people would if they saw us all 
getting off the bus and looking at the park and all that stuff they knew who we 
were. And now, I don 't know, maybe if you walk down the streets a person, 
whether good or bad, would make a comment. Somebody will know [coalition 
program name]." 
2) Hired bilingual speakers in the community. They used some of their grant 
funding to hire bilingual residents from the community to help communicate 
during meetings and to go speak directly with residents in the neighborhoods 
about the initiative. The bilingual 'community mobil izers ' were particularly helpful 
by providing translation during the focus groups and meetings where input from 
the community was being solicited. _One coalition leader stated: "So we do like 
focus groups and I've been to completely Spanish speaking communities and 
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they usually understand some English so I present, but I always have one of our 
community mobilizers with me to translate, what I'm speaking and what they're 
saying, so I can look at this person and truly like I listen as they're talking. " 
Although awareness of the programs and services in the community is a 
common practice for all community-based coalitions ,r2161P 183 the particular 
reasons the awareness was lagging was recognized and successfully addressed 
with the implementation of the two tactics described above. It should also be 
noted that all three case sites ultimately created a brand name as an umbrella 
identity to pull together all of the various activities related to their initiatives. 
Challenge Three: Managing a large coalition (Case Site One) 
One coalition leader stated : "One of the struggles that I saw was having 
such a large member network, making sure that we kept them all interested and 
that they could participate and stay on task and organize ourselves. That was 
one of our struggles that I knew of. " The sheer size of the coalition was a 
challenge to manage for case site one and this was exacerbated by the fact that 
most of the coalition members did not have backgrounds or previous experience 
in working on obesity prevention at the community level. The coalition started 
with 20-25 members and grew to 70-75 members by the end of the formative 
stage, nearly one year later. The initial organizational structure of the coalition , 
which only had two-tiers ; the coalition leadership and the coalition member 
network, most likely contributed to the difficulty in managing the activities and 
processes in that formative period . 
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Case site two did not identify this issue as a challenge. They had an 
existing history of smaller coalitions working on similar initiatives such as healthy 
eating prior to the formation of the larger, obesity coalition , so they had more 
experience than the coalition members in case site one. Case site two had a 
different type of challenge related to this existing history and experience and is 
described further in challenge five: Leading disparate community groups towards 
a collaborative culture. Case site three did not describe this as an issue because 
they were operating in smaller workgroups , rather than one large coalition. 
The solutions for this challenge included: 
1) Strong coalition leadership. The experienced leadership of the coalition 
helped to manage this challenge. The project management, communication , 
and facilitative leadership skills of the coalition leaders has been identified , 
analyzed , and discussed in the following practices; Practice 4: Information 
gathering , Practice 5: Sharing information , Practice 6: Leaders taking a strong 
role in guiding and simplifying the process , and Practice 9: Building 
Momentum. The leadership skills were instrumental in helping to keep the 
large coalition actively informed and engaged . 
2) Reorganized the coalition structure. At the end of the formative stage, after 
the coalition had made the intervention selections, the coalition leadership 
reorganized the structure of the coalition from two-tiers ; coalition leadership 
and coalition network members, to three-tiers ; a steering committee, which 
was essentially the coalition leadership; three working committees; nutrition , 
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physical activity, and communications, which 'reported in' to the steering 
committee; and the coalition network members, who could self-select into one 
or all of the working committees. The steering committee members each 
participated in one of the three working committees. This reorganization was 
designed to manage the communication processes and the various activities 
by each of the working committees. 
Large coalitions can have several advantages; they can help to get a lot 
accomplished, but the sheer size of them can be difficult to manage for the 
coalition leadership. The coalition leaders used practices related to facilitative 
leadership and sharing information as described earlier. They also created a new 
organizational structure to accommodate a large membership base. Large 
coalitions made up of newly formed relationships, may add unique challenges , as 
was described in case site one. However, large coalitions with existing history or 
working relationships can create a different type of challenge. This challenge is 
discussed next in Challenge Four: Leading disparate community groups toward 
collaborative culture . 
Challenge Four: Leading disparate community groups toward collaborative 
culture (Case Site Two) 
Prior to the formation of the coalition, various agencies and organizations, 
each comprised of like-minded individuals with common purposes, co-existed 
and worked independently in Case Site Two. The obesity coalition brought these 
unique and disparate groups together to collaborate for the first time. One 
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coalition leader stated : "[The PI is] bringing bike and pedestrian people into the 
room with public health people like [names of individuals], and we 're talking 
totally different languages. The bike pedestrian guys are talking about 'curb 
cuts ', and easements, and I don't know what else, there's a whole language of 
physical stuff, and were over here talking about morbidity, mortality, so that was 
a challenge." 
Solutions to successfully manage this challenge included: 
1) Leadership skills in managing group dynamics. Managing complex group 
dynamics was a leadership skill that was important to navigate this challenge. 
One coalition leader, the PI , described their collaborative leadership style in 
this way: "The way I tried to manage it was not to try to come into a meeting 
and talk about it and try to cram it down other people 's throats. I tried to listen 
a lot and tried to hear where people were at and what their needs were and at 
the same time taking all that into consideration trying to take that all forward in 
a rapid way. It was a bit of an internal management of a lot of people 's 
desires, including my own and the federal government. I don 't know if in a 
group setting I was explicit about that, but [that was] sort of processing I was 
going through internally. " Effective group communication is used to manage 
many conflicts between coalition members and is widely recognized as a 
necessary skill for coalition leadership.1216lP 186 
2) Leadership embraces collaborative spirit. Another coalition member 
expressed the value of a collaborative leadership style as well as keeping the 
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process moving along in a large, disparate coalition in this way: "You need to 
have somebody who is collaborative-minded, in terms of coalition leading. 
Collaborative minded, organized, will keep people on [the] path, especially for 
such a large task force." This facilitative style of leadership has been 
discussed in Practice 6: Leaders taking a strong role in guiding and 
simplifying the process. Facilitative leadership styles embrace 
collaborations.[213] 
Butterfoss would classify this type of challenge as one of 'turf battles and 
competition '. [2161P 56 Turf battles between coalition members are considered to be 
a reason that coalitions fail. The fact that the coalition leadership navigated the 
coalition from a place of silo-ed organizations to a collaborative coalition that 
achieved success illustrates the power of strong leadership skills , particularly 
those involved with managing complex group dynamics and facilitating 
collaborative processes. 
Challenge Five: Creating systems change in school environment (Case Site 
Two) 
Serving fresh fruits and vegetables in schools seems like a fairly 
straightforward objective, however, the obstacles were substantial ; the school 
kitchens were not designed to prepare fresh food onsite, only prepackaged 
meals, the food services staff were not trained to prepare fresh food, and there 
was a union involved . The restrictions placed on the kitchen staff by the union 
contract was described as the largest challenge this coalition had to confront. 
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One coalition member stated: "Well, what it was, the most significant barriers for 
us ... we couldn't of course, with the union contracts, for which the interpretation 
at the time the union felt they were not able to prepare fresh food, fresh 
ingredients, unless they had the position of a cook. So the only cooks they had 
were in the central kitchen. So a lot of the food that we were trying to prepare 
from scratch recipes and using more fresh ingredients had to be prepared 
centrally, and logistically that created a lot of challenges for us, we really had to 
communicate that to [academic institution in coalition]. Then we had to figure 
out ways to ship that food out so that it would still be a fresh product and could 
still be used at the schools, however, they couldn't cook it or prepare it at the 
schools. 
A second significant challenge in the schools was that they were 
extremely strapped for resources ; both human and financial. A schools' primary 
purpose is not directly related to the objectives of the obesity coalition , it is to 
educate. This made access to facilities and human resources an even greater 
challenge. One coalition member stated: "I think that the school department in 
[case site two] is strapped. Even though they want it to be a priority, I think at the 
end of the day it's hard to make it a priority. I don't think they'd say this in a 
million billion gazillion years, because everybody knows how important healthy 
kids are to academics and whatnot, but at the end of the day, I think it's really 
hard to turn things around in one way or the other. " Another coalition member 
stated : "They say 'your job is to educate and bring up their test scores. You 're 
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going to have MCAS tests and you're going to have x, y, and z tests and you 're 
going to be graded and you're going to get level funding or you'll be in jeopardy'. 
They're never talking about the healthy weight of children, so when I would go to 
their table and they'd say 'we really like your ideas, we think kids should be 
running around and eating healthy fruit too ', but sometimes they'd say that you 're 
bringing a white elephant to the table." 
These challenges were addressed by the coalition leadership by the following : 
1) On-the-ground, real-time problem solving with the school staff In order to 
solve for the challenges , the coalition leaders and members needed to fully 
understand all of the obstacles standing in the way of a successful initiative . 
One coalition member stated : "And they actually came into the kitchen and 
the production kitchen, and [name of coalition member] worked with us every 
single day, right on site, and reported back to [academic leaders of coalition] 
on a regular basis. I think that was really critical because she conveyed some 
of the frustration, and [academic leaders of coalition] came in and really 
helped us and supported us when things got difficult. " 
2) Active advocacy for the school's kitchen staff by the coalition leaders. The 
coalition leaders were advocates for the school's food services staff. In fact, 
they physically represented them in the many school committee meetings. 
The school services staff were extremely busy delivering the food service that 
they did not have the time to attend the school administrative meetings . One 
coalition member stated : "So they sat in on all those committees and 
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advocated for the changes for us. So you have to understand in school 
nutrition programs the role of the director is just very busy because they are 
executing and getting the meals out every single day is just a huge task, 
particularly at a complex system like [case site two] where we had a full-
service kitchen, we had partial kitchens, we had shell kitchens, we had 
satellite kitchens, servicing the Head Start Program, and we had to deliver a 
lot ofthe food in the trucks every day. " 
3) School administration fully on board with the initiative. Regular attendance in 
the school committee meetings helped to build strong relationships with the 
school administration. This became an important relationship because the 
administration was needed to renegotiate the food services union contracts. 
The coalition leadership worked with the school administration to get them on 
board very early in the process. In fact, they asked the school administration 
for their approval to write the grant proposal. The administration approved 
and was on board from the beginning. One coalition member stated : "Luckily 
the administration supported the change. We went to arbitration and the 
arbitrator agreed they were able to prepare fresh ingredients, our ingredients, 
that was how we were able to move the contract forward. " They added : "And 
what ultimately happened, as a result of this, is that we worked for two years 
to renegotiate the contract and it was because the administration supported 
the changes, that we were finally able to change the union contract so that we 
were able to prepare fresh ingredients throughout the district and that was 
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really when the programs began to move forward. " 
This challenging situation and how it was successfully resolved has been 
described elsewhere in the literature. However, as required by Boston 
University's Institutional Review Board , the literature related to this exemplar 
coalition 's success needs to be kept confidential to protect respondent's privacy 
and confidentiality. There is very little other evidence in the literature about 
successful school-based obesity interventions. In fact, the results from the 
Community Guide's systematic review process have found insufficient evidence 
to recommend schools as an obesity intervention setting. [2201 The fact that others 
have not been able to demonstrate measureable success, does not diminish the 
achievement of what the coalition in case site two was able to accomplish. The 
fact that this challenging task was accomplished , and that the initiative was able 
to produce changes in policy and obesity outcomes, reflects the true nature of 
collaborative partnerships; in this case the academic institution, who was 
responsible for the grant, the school administration, the school staff, and the work 
of the coalition members. 
Challenge Six: Creating larger systems changes in a decentralized 
structure (Case Site Three) 
The organizational structure of this coalition was by far the biggest 
challenge for the Case Site Three coalition to manage on a day to day basis . The 
decentralized model was created by default due to the fact that the city 
departments were not expected or directed to integrate their work activities with 
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the work of the coalition. The decentralized model created a culture of 'co-
existence' or cooperation between members, rather than a more intense 
'collaboration ', between all the coalition members and partners ; the city 
departments and other community organizations. The decentralized model is 
also referred to as a 'cooperative' and is not an unusual model for coalitions 
[216)p.28 
However, there were aspects of this model that created challenges for 
case site three around inefficiency or duplication of efforts . Some of the coalition 
organizations did not have a good understanding of what other coalition 
members were doing and felt that there might be some overlap. One coalition 
member stated : "But the one thing that's lacking is not consistency, but keeping 
everyone on the same page because there is a lot of duplication of efforts". 
Another coalition member stated : "There is like three or four different agencies 
doing different environmental type work in the city. So sometimes I get confused 
with what each one is doing. " 
Another potential impact of this type of organizational model was the 
sense of limitation of the potential reach across the community. One preschool 
workgroup member stated: "So I don't know where the city is today in all of this. 
But I can tell you in the beginning it would have been really helpful for the city to 
have been involved, because then we could have looked at schools, and we 
could have looked at community gardens spaces." Representatives from various 
city departments do attend the coalition meetings, but it is not the leadership or 
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decision makers who attend . Another coalition member expressed confusion 
about the way the coalition was organized: "It's so disconnected yet connected. 1 
know that they're at the table, at all of these initiatives, but they're not necessarily 
the leader of these initiatives, so I'd love to see a graph of all the players, it would 
look like a spider-web. II 
And finally, there is a sense of limited momentum with this decentralized 
model. One coalition leader used the term 'tipping point' to describe this sense 
of gaining momentum. The leader stated : "It's different. I don 't want to be 
complaining about the city of [case site three] because at the same time there 's 
all this great stuff happening. It's just hard to get that tipping point so were all 
trying to keep moving together because it's so big and people keep working on 
so many things. II 
This is an ongoing challenge and one that has not been resolved , rather 
the coalition has found ways to be effective, despite of this obstacle. How did 
they accomplish this while working in this challenging environment? The tactics 
utilized are described below: 
1) Working on initiatives that do not involve the city. They focused on making 
progress on initiatives that did not involve the city, leaning on other agencies, 
including state agencies. One coalition leader stated: "We do things that don 't 
have to involve the city. Preschool is a good place to start. [State 
commissioner], department of early education makes so that all pre-schools 
are overseen by a department, a state department. [State commissioner] is all 
226 
over it. [The commissioner will] show up at any meeting. [The commissioner 
will] try to help us figure out what policies to push. How do we replicate across 
the (inaud) . So, it 's fantastic. " 
2) Find opportunities to work in complementary ways with the city. Secondly, 
they seek out ways to work with the city in complementary ways. One 
coalition leader stated: "And then we can do complementary work, you know, 
we don't have to fight for, not in a significant way, but this dance around who's 
in charge of this program has been a challenge in working, in a fully 
collaborative way always, around certain projects with a city government and 
sometimes health department. So we don't compete in that arena and 
actually look for complementary opportunities to work together in that 
fashion." 
3) Keeping focused on what's feasible . Coalition leaders have a philosophical 
approach that keeps them focused on identifying and accomplishing initiatives 
that are most feasible. One coalition leader expressed: "It's like, you have to 
pick something that you can do as opposed to just banging your head against 
the wall trying to get something done." One leader expressed their personal 
approach to coping with the challenge: "The poverty rates here and the 
amount of kids is staggering. All the time I say to myself that I'm doing this 
work for these kids. It's human work, that's what it is. It's public health 
coalition work and especially around obesity with food being so integral and 
intense in people 's lives and in the culture of everything. It's really very hard. 
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A sense of humor, spirituality, and vision, who are we affecting, and love are 
very important things. Love is what will keep you in the operation. " 
The decentralized , or cooperative model , has some advantages, such as 
less complexity and more informality, however, the challenge lies in achieving a 
wide reach across the community that the obesity coalitions in case site one and 
two were working to achieve. The coalition leaders expressed frustration at the 
situation but nevertheless found ways to be effective in the areas that were 
feasible. 
Although certain aspects of these challenges are recognized in the 
literature as being common challenges for coalitions; such as turf battles, the 
particular challenges had more to do with the unique community context and 
situations that the coalitions were operating in. Butterfoss[21 61P· 56 lists thirteen 
challenges or barriers to success in community coalitions ; "lack of direction or 
focus , turf battles and competition , history, failure to plan , act or both , dominance 
by professionals , poor links to community, minimal organizational capacity, 
funding-too little or too much, failure to develop, maintain , or rotate leadership, 
unequal sharing of responsibility and decision making , time and loyalty confl icts , 
lack of ongoing staff and member training , and burnout or unrealistic demands on 
members and staff." Although these challenges are common to all coalitions , 
they do not represent the specifics situations these coalitions addressed . Many 
of these challenges may not relate to these coalitions because they are all 
successful coalitions and either did not experience those challenges, or managed 
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through them fairly easily so they were not perceived as challenges by the 
respondents. One overarching theme existed in the solutions of all of these 
challenges , and that was of the coalition leadership. The leadership skills related 
to managing group dynamics, relationship building with other organizations in the 
community, building spirit of collaboration , managing communications , and 
problem solving were all evident in the solutions for each of these unique 
challenges. 
5. Attributes of Exemplar Coalitions 
Although the following observations by the investigator are not directly 
related to the research questions in this investigation, the information may 
provide further insight and context for those working with obesity coalitions . It 
may also provide additional context to this investigation . 
Attribute One: Coalition members not always aligned with mission 
Typically coalition members have a strong and shared interest in the 
mission of the coalition . [2161P·31 For example, a coalition mission might involve an 
immunization campaign , pulling together partnerships with schools , hospitals, 
senior citizen centers , and the local board of health in order to increase 
immunization rates in the community. In contrast, some members of the three 
exemplar obesity coalitions were not always aligned with the coalitions ' mission 
to reduce obesity or their objectives to increase opportunities to be physically 
activity or eat healthily. However, they were aligned with the intervention tactics , 
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such as increasing participation in the parks, creating bike lanes, or increasing 
usage of the existing farmers ' markets. 
As one coalition leader, who had experience with other coalition-led 
health initiatives, stated : "My perspective on this type of coalition work is that it 
feels different to me than doing work with, say, the oral health coalition that I was 
working with before because everybody had a .... even if you were coming from a 
different perspective, if you were a dentist or a hygienist or your focus was 
access or clinical care, you were oriented around oral health. And with this 
particular issue [obesity] people are coming from a variety of perspectives and 
backgrounds and value sets." The coalition leader added : "They might not feel a 
very strong connection to the healthy eating, active living health perspective, per 
se, but there are elements of the work that really speak to them." 
Environmental work in the community aligns well with obesity intervention 
objectives. One coalition member stated: "Green and sustainable practices and 
pieces really align with obesity work. If people want to bike to work because they 
don 't want to carbon and they really care about the climate, they're still burning 
calories and they're still burning energy, and that's good. " Another stated: "You 
know for me, I want to make sure that we are keeping farm lands in production, 
that we are treating it well, and we enable ourselves to grow our own foods, and 
do it in a way that's good for people and good for the environment. So I think 
there's a Jot of different issues that's wrapped up in this, it's not necessarily just 
about obesity. " Another coalition member stated: "You could put environment 
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instead of obesity in the same channel and then you can find ways to talk about it 
to address the health sectors and educate. There are certain concepts that I think 
can be used to draw people together so I think that obesity could be one of 
them." 
One organization joined the coalition to support children and family 
activities in the parks because of their concern about social isolation in ch ildren : 
"What we were getting at was we wanted them to have more contact, with other 
human beings, because basically what they do is they sit with the video games 
and play them by themselves and have no contact with other humans." The fact 
that organizations in the community work together for their own benefit or a 'win-
win ' solution is not unique.r2211 The coalition members worked together toward 
the common objectives, rather than working on the outcome of obesity. They 
joined forces together as a way to 'kill two birds with one stone': "It can 
complement something that they're already working on - positively, so that the 
limited resources that cities have, and so do non-profits and everything, that we 
can find ways where we 're solving a couple of problems at the same time." 
This attribute enables the potential to have a wide impact in the 
community because it is perceived as a value worthy of support by a wide and a 
substantial number of community organizations and residents . 
Attribute Two: Leaders are politically astute 
Others have discussed the need for community-coalitions to engage in 
political diplomacy in order to gain access to community assets or obtain required 
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permits or permissionsY 161P4 09 The coalition leaders also engaged in this 
relationship building , to the extent allowed by city officials , but they also were 
aware of the potential benefit of city leaders acting as front-men or cheerleaders 
in order to gain more recognition in the community and more credibility with in the 
coalition membership. 
Each of the case sites had leaders that had specific training and expertise 
in obesity, experience in facilitating collaborative group processes , and 
importantly, knowledge about how to get things done in the local community. 
(These leaders had paid leadership roles in their respective organizations .) They 
were aware of the advantage that could be realized by the involvement of city 
leaders. Involvement by city officials was a challenge for some of the 
respondents interviewed, who perceived the city leaders as 'stealing the 
limelight'. Some respondents felt that the individuals who worked day-to-day on 
the initiative should be the ones who receive the credit. However, the coal ition 
leaders knew that involving the city leaders could help them accomplish their 
goal. One coalition leader stated it this way: "How do you really get things done?" 
is really what this is all about. You need people to embrace it. You need it to fit 
politically into a larger agenda." 
Attribute Three: Lead organizations are prepared, capable and willing to 
lead 
Individual leadership qualities are an important factor, and have been 
discussed previously, however the lead organizations in the communities were 
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also a relevant factor in each of the case sites. Others have defined attributes of 
a good lead agency: well-respected with strong links in the community, a deep 
understanding of the community and health issue, and 'deep pockets' with assets 
and staffing resources to commit to the coalition work[2161P 97 In each of the case 
sites, a well-established and respected organization in the community, who was 
involved in establishing the vision and the initial objectives took leadership roles 
in the coalition and were largely responsible for getting the coalition's off-the-
ground. These organizations had unique qualities. They were well established 
in the community, and were prepared , capable , and willing to lead the coalition . 
(Their financial motivation related to grant funding was not addressed during the 
interview, however, this may have also been a factor that motivated their 
willingness to lead.) They were visionary influencers with clout, resources and 
the authority to allocate them. They actively sought to get others involved and 
looked for alignment and synergy with other organizations in the community. 
The organizations of the coalition leaders were well known and well 
respected in the community; 'heavy hitters' with the ability to get the attention of 
the community and partners in the community. These community organizations 
have been described as the 'glue' ; the consistent leadership presence that keeps 
momentum moving forward over the ups and downs of community work over a 
long period of time. All organizations were embedded in the community and 
knew 'how to get things done'. As one coalition leader stated about one of the 
leading organizations: "/think that if wasn 't for the [lead} organization to do what 
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they're doing ... I think it's a lot of extra work for them but they love doing it. They 
love taking care of people. It's a great organization. You have to something like 
that in your town that's going to reach out. I don't know if you could just set up a 
committee and do it without having an organization behind you. I think you have 
to have somebody there pushing for what needs to be done. " 
Advice from the Experts 
The following list is derived from respondents when asked what 
recommendations they had for other community coalitions who want to work on 
obesity prevention. 
1) Find a good grant writer 
2) Hire bilingual community mobilizers 
3) Get political support and involve city leadership 
4) Become visible in the community and create a name and logo 
5) Always listen to the community 
6) Learn from other communities and use practice-based evidence 
7) Start with something you are sure you can do 
8) Be realistic, adaptable, and flexible 
9) Take small steps and don 't get discouraged 
1 0) Lastly, be patient and remember why you are doing this. One coalition 
leader expressed : "Have a sense of humor, spirituality, and vision, and 
remember who we are affecting, and love are very important things. Love 
is what will keep you in the operation." 
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D. Conclusion 
This study aimed to provide insights into the decision-making processes 
utilized during the planning stage of community-based coalitions regarding the 
selection of interventions intended to prevent or reduce obesity in their 
community. A multiple case study research methodology was applied to identify, 
understand, and compare the decision-making processes in three exemplar 
community-led coalitions in order to derive models of best practice for the 
process of selecting interventions that intend to produce obesity-related changes 
in the community. Three community-led coalitions met the selection criteria for 
this investigation because they were successful at achieving changes in obesity-
related health policy, health behavior, or health outcomes. The exemplar 
community coalitions were effective at selecting interventions that intended to 
reduce obesity in the community. Nine practices related to the processes of 
selecting interventions were common between the three exemplar coalitions. 
Although the findings only represent three coalitions , the fact that the processes 
were common in all three coalitions increases the likelihood that the findings may 
be transferable to other community-based obesity coalitions. The recommended 
practices will be provided to the Obesity Prevention and Intervention Group , part 
of the Mayor's Health Task Force of Lawrence , in the hopes that the information 
will be useful to them in their future decision-making. The Lawrence obesity 
coalition provided the inspiration for this investigation when the principal 
investigator observed the challenges they experienced while selecting obesity 
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interventions for their community. Additionally, these practices may be adopted 
by other community coalitions working to reduce or prevent obesity in their 
communities in order to increase their chances of creating positive change in 
obesity-related health policy, health behavior, or health outcomes. 
This investigation closes with a statement by one of the coalition leaders; 
"With the piece of work you're doing here, and the writing I've done, it gives 
people a roadmap because we want people to have a good start. Even if they're 
at ground zero, we want them to start it, and everything we all/earned could 
benefit them." 
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VI. CHAPTER 6: TEACHING CASE STUDY 
A. Overview 
Business schools regularly use case methods as an approach to teaching 
and learning . They typically address business issues related to decisions, 
problems, and evaluationsY 221 Case learning differs from textbook-based 
learning because they engage students to participate in a simulation of a real-life 
situation. Other industries, such as the leisure industry, have also used case 
method learning to help students link theory to practice so they may be more 
effective in a real-world settingY231 The field of public health has used case 
method learning to help sensitize students to ethical issuesl224land to teach 
information systems management in public health administration.l225l The target 
audience for this teaching case is public health students. 
Case learning methods do not provide actual experience. They simulate 
real-life events and provide a unique opportunity for students and their instructor 
to collaborate and discuss how to connect theories they are learning in the 
classroom to elements in a relevant case.r2261 The Association for Case Teaching 
states that a good case : " .... describes a difficult problem, a dilemma for which 
there is no single obvious solution"[2271 P41 In addition to addressing a significant 
issue, a good case needs to provide sufficient information for the student to base 
inferences and has no stated conclusion .[2221 Deliberate omission of a conclusion 
enables the outcomes of the simulation to be generated by the students. This 
process is guided by the case instructor who uses well-timed , thought provoking 
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questions to stimulate discussion . Just like real-world situations, cases are 
designed to involve a certain amount of ambiguity that requires the student to 
use inferential processes to solve the central issue of the case. The Association 
of Case Teaching states that: "The case does not provide all conceivable 
information (because no one knows everything that happened or what everyone 
thought) . Enough data is provided so that one can enter vicariously into the 
situation. " [2271 pA1 
B. Method 
The findings from the dissertation titled 'Lessons from the field: How 
successful community-based coalitions on obesity, choose and prioritize 
interventions to improve health policy, health behaviors , and health outcomes' 
will provide the source material to develop the teaching case. The community-
based coalition from Case Site One was selected to provide the basis of the real-
world scenario. This case site had a clear chronologie order of events and had a 
substantial amount of detailed description of the experiences of the coalition 
members. These factors are relevant in creating a good case story.l2271 The case 
dilemma will be viewed from the position of the five coalition leaders that formed 
the initial coalition ; two from the local board of health and three from the local 
community action agency. 
The teaching case begins with an essay that describes the problem, the 
context, and events that occurred in the real-life situation and has a distinct 
literary form: a) an introduction to sets up the dilemma; b) a background which 
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provides context to the problem; c) the development of the dilemma in further 
detail; and d) a brief recap.l2271 Reference materials are provided that offer 
further background and context to the problem. After the essay and the 
reference materials are read , exercises are provided for students and instructors 
that are designed to facilitate collaborative discussion regarding the analysis of 
the case. 
This teaching case has two parts. Part A will focus on a significant 
obstacle the obesity coalition faced related to obtaining permission from the city 
council. Part B will focus on the complex challenge of selecting community-
based obesity interventions using several sources of information while including 
a large, diverse coalition membership in the decision-making process. This 
teaching case will utilize a 'decision-forcing ' type of analysis.l2281 This type of case 
does not disclose the decision , but forces the student to assess the options and 
"has as much to do with how to make a decision as they do with a particular 
decision ."l2221 P-61 
The case exercise and analysis for Part A will utilize a 'state-and-prove' 
approach for which orders the analysis in this way; "recommended decision , 
decision options, decision criteria, proof of recommended option, critique of 
options, and action plan ."l2221P 135 The exercises in Part B will use a 'prove-and-
state ' approach which orders the analysis in this manner; "decision options, 
decision criteria , critique of other options, proof of remaining options, 
recommended decision , and action plan ."l2221P·136 The decision order for each 
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case exercise and analysis was selected based upon how the decision process 
was approached in the real-life scenario. 
C. Objectives 
This teaching case study was developed to create awareness in public 
health students regarding the complex processes that community-based 
coalitions engage in while working to select comprehensive interventions to 
prevent and reduce obesity. The students will learn to utilize 'state-and-prove' 
and 'prove-and-state' models of decision analysis which can be useful to them in 
throughout their public health careers.[2221P·135 The 'state-and-prove' analysis 
applied to Part A of the case will help them, acting as the coalition leaders, to 
develop a persuasive argument about the role that local government could play 
in obesity prevention in their community. The students will also learn to use a 
'prove-and-state' model in Part 8 of the case. This exercise places the students 
in the role of the coalition leaders whose task is to select ten interventions to 
present to the coalition members for final selection . This exercise will help 
students learn and apply decision-making skills related to selection and 
prioritization of obesity interventions in a community setting. 
D. Teaching Case Part A: City Council Rejects Obesity Grant 
The students begin the experience of the teaching case study by reading 
and viewing the pre-case materials and resou rces. The students then read the 
case beginning with an introduction to the issue; the city council rejects an 
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obesity grant that city leaders and a lead organization in the community had been 
awarded. This is followed by a discussion regarding context and further 
background of this issue and closes with a brief conclusion . The students 
complete an individual 'state-and-prove' essay of the case and then engage in a 
collaborative, instructor-led discussion about their analysis and 
recommendations. Relevant materials and suggested exercises for the instructor 
are provided. 
Note: The names and locations are fictional to protect the identity of the study 
subjects 
1. Pre-Case Student Resources and Materials 
a) CDC- Weight of the Nation film 20123 
i) http://theweightofthenation.hbo.com/ 
ii) Four part series: Part I; consequences (1 hr. 8 min) , Part II ; Choices (1 hr. 
12 min.), Part Ill; Children in Crisis (1 hr. 7 min .), Part IV; Challenges (1 hr. 
8 min.) 
b) Institute of Medicine Report; Accelerating Progress in Obesity Prevention: 
Solving the Weight of the Nation 20124 
i) Available from National Academies Press as a free pdf download: 
http://www.nap.edu/catalog .php?record id=13275 
3 Weight of the Nation film 2012 http://theweightofthenation.hbo.com/ 
4 Institute of Medicine Report; Accelerating Progress in Obesity Prevention: Solving the Weight of 
the Nation 201 2 http://www.nap.edu/catalog .php?record_id=13275 
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2. The Case 
It was early in 2009 when two representatives from the local board of 
health and three senior managers from a local community action agency (the 
'leaders'), received news that they had been awarded with funding from a grant 
they had applied for earlier that year. They were thrilled. The grant funds would 
provide them with the tools and resources to conduct a community-based survey 
related to obesity. It would also enable them to form an obesity coalition to help 
administer the survey, and develop their community action plan which would 
include their selected strategies intended to reduce obesity. One of the 
requirements of the grant was that it had to be approved by the city council in 
order to release the funds. The leaders did not think this was going to be an 
issue because the mayor was one of the catalysts who encouraged them to 
apply for the grant in the first place and the grant did not ask for matching funds 
from the city. The mayor and the leaders requested to be put on the agenda at 
the next city council meeting to discuss the grant opportunity and ask for their 
approval. However, the leaders were shocked and dismayed to find out that the 
city council was not in favor of receiving the grant. In fact , the city council 
formally rejected the grant during that meeting. One council member stated: 
'Why is it government's responsibility to deal with childhood obesity?' 
a) Context 
In the previous year, one of the leaders, Nina Orloff, heard the newly 
elected mayor speak about their vision for the city. The Mayor stated: "We want 
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to make it easy for people to go outside and play, easy for people to access 
healthy foods. " The Mayor continued to speak about the relationship between 
the community environment and the residents' quality of life and health . The 
Mayor asked the community to help make this vision a reality. This was music to 
Nina's ears. She had been waiting for the right opportunity to work to reduce 
obesity in her community, and the new mayor wanted to lead this charge. The 
mayor spoke knowledgeably and passionately, and Nina was inspired . 
Nina was the executive director at a local community action agency (CAA) 
that provided services to the disadvantaged residents in the community, primarily 
the elderly and children and families. She got her first job there a number of 
years ago after she graduated with a master's degree in nutrition science. 
Through her job, she became aware of a report from the state's department of 
public health that surveyed obesity in children in the public schools. Nina's 
community ranked 2 nd highest in the state; 46% of the kids between the ages of 
five and sixteen (grades 1 - 1 0) were overweight or obese, an estimated total of 
3,050 children. She was not surprised because she saw more overweight kids 
every year in the elementary school her children attended. Nina was extremely 
worried. She knew her community, with approximately 40,000 residents, had 
some tough economic challenges; 21 % of individuals and 15% of families lived 
below the federal poverty level. Nina suspected that may be one of the reasons 
why the levels of obesity in her community were so high. She knew that tackling 
obesity would be no easy challenge; that they needed partners in every corner of 
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the community to get involved. She also knew that the mayor's platform and 
enthusiasm would provide a great jumping-off point. 
Nina knew her organization would be interested in addressing obesity in 
the community. They had recently created a successful workplace program for 
employee wellness , which included supporting healthy habits, including those 
that are related to obesity. It was a tremendous success, and they could apply 
what learned there and to the broader community. She was going to talk with the 
other directors of her organization to decide what they wanted to do about this 
unique opportunity. 
b) Details 
Nina went back to her organization and talked to the other leaders about 
the mayor's speech and the opportunity she saw to get involved. The leaders 
agreed there was an opportunity to take action and felt that a collaborative 
relationship between their organization , which had a large and established 
partner network in the community, the board of health and the Mayor would 
create a strong faction to initiate change in the community. They decided to set 
up a meeting with the local board of health and the mayor to discuss working 
together on this complex problem of obesity. 
The two members from the board of health and th ree leaders from the 
community action agency collaborated to apply for a grant from that state that 
met their objectives. They did not want to focus on programs that people had to 
buy in to . They wanted to find ways to change the environment so that the 
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healthy choice could be the easy choice. Specifically, they wanted to find ways 
to increase opportunities for physical activity and healthier eating . The grant 
would enable them to conduct a community based assessment using surveys, 
focus groups, community meetings and 'walk audits'5 in order to determine 
needs, gaps, and resident interest. The grant would also allow them to form a 
coalition in order to conduct the assessment and create a community action plan. 
The newly elected Mayor was on board and engaged in their plan. In fact, a 
major component of the mayor's election campaign was a desire to create a 
healthy community, one in which residents could lead a physically active lifestyle 
and have access to healthy foods. The leaders felt that their chances of being 
awarded the grant were very good. 
When they were notified that they had been awarded the grant, they 
thought that getting the required approval from the city council would simply be 
an administrative task. They were surprised when they learned that the city 
council were not in favor of the grant nor of the grant activities proposed by the 
leaders-- a public health nurse, the public health director, and three leaders from 
the CAA, all of whom were trained dietitians. 
The council refused to approve the grant because they felt it was not the 
governments' role to tell people how to live. One city council member stated : 
"We don 't care if we have massive obesity rates as obesity is not an issue for 
5 A walking audit is an "assessment of the walkability or pedestrian access of the built 
environment in a community" . http://www.rwjf.org/en/blogs/new-public-
health .html?t=topics%3A373 
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government to deal with". The council said they would consider accepting the 
grant if it could be used to open a pool that had been closed due to a lack of 
funds. They felt that would enable a lot of children and families to be active and 
should meet the goal of increasing physical activity. The leaders felt that the 
grantor would not accept this condition . 
The leaders and the mayor met after the first city council meeting and 
considered their options: 1) follow the recommendation of the city council and 
reject the grant, 2) try to convince the grant provider to divert the funds from the 
original proposal so that they could open the local pool , and 3) try to convince the 
city council to accept the grant. 
c) Summary 
The leaders were awarded a grant that would enable them to complete a 
community assessment in order to develop a plan that would increase the 
opportunities for physical activity and healthy eating in the community. The CAA, 
the board of health and the mayor were fully engaged in making this happen. 
The city council refused to accept the grant on the grounds that it was not the 
government's role to tell people how to live their lives. They would agree to 
accept the grant only if it could be used to open a local pool that had been shut 
down due to budget cuts. 
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3. Exercises 
a) Writing Task 
Students will write an essay about their well-supported argument that they 
developed to persuade the city council to accept the grant. Students should 
consider keeping the original intent of the grant intact as well as what 
compromises could be made to work with the city council toward resolution of 
this issue. Students should use the 'state-and-prove' process provided to 
construct their argument. The 'state-and-prove' approach orders the analysis of 
their recommended decision in these steps: "recommended decision , decision 
options, decision criteria , proof of recommended option , critique of options, action 
plan ."[222lP·135 The action plan will not be used in this exercise because of the 
simplicity of the action involved ; a 'yes' decision will result in the grant being 
accepted . 
The following 'state-and-prove' process is adapted from "The Case Study 
Handbook: How to Read, Discuss, and Write Persuasively About Cases" by 
William Ellet, 2007. [2221 
State-and-Prove steps to assist analysis and development of written essay: 
1) State Recommended decision and brief reason : 
2) List all decision options (stated in the case) : 
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3) List the decision criteria : (broad rather than narrow- as few as possible) 
4) Proof of recommended options: (apply the criteria against the options) 
5) Critique of options you want to reject: (apply the criteria against the options 
you want to reject) 
6) Critique of selected option: (List one or two major disadvantages of your 
recommendation) 
b) Participate in instructor-led classroom discussion 
The instructor will lead the class discussion after the students have 
completed the writing assignment. The following questions are merely 
suggestions to help the instructor spark discussion. They are not inclusive and 
the instructors are encouraged to develop their own questions. 
(a) Is obesity the responsibility of the local government? Why or why not? 
(b) What are the boundaries between local government and residents ' 
personal choices? 
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(c) What role do and should the residents of the community have in this 
decision? 
(d) What is the role of private industry (Restaurants, grocery stores, major 
employers, etc.) in the community? 
(e) Was the 'state-and-prove' process helpful to you in analyzing and 
organizing your recommended position? Why or why not? 
4. Instructor Materials 
1) Same materials as the students 
2) Support for teaching with cases can be found at the Electronic Hallway, 
University of Washington Evans School of Public Affairs6 
5. Epilogue 
Ultimately, the city council approved the grant without imposing any 
restrictions or modifications. The tactics used by the leaders are reviewed below: 
1) The Mayor stepped in. The issue was resolved in part because the Mayor 
stepped in to express support for the grant. The Mayor viewed their role in 
resolving this obstacle in this way: "So that is part of my role, to allow these 
things to happen. To let the sources of state and federal revenue to know that we 
are on board. " 
6 Electronic Hallway, University of Washington , Evans School of Public Affairs 
http://hallway. evans. washington. ed u/case-teach ing/resou rces/welcome-case-method 
249 
The Mayor of this community believed that the role of local government 
was to provide a healthy environment for residents. The Mayor explained their 
viewpoint this way: "I've always been a big proponent of the policy and 
philosophy type thing, and I'd say "sustainability" was a big part of it, and the 
ability to really impact people on a daily basis, we didn 't want to focus on just 
creating programs that people had to buy into, we wanted to find a way to 
change the environment, so people could do things that would help make them 
healthier." This particular mayor was influenced by other mayors' viewpoints , 
particularly Mayor Bloomberg from New York City. The mayors share ideas and 
practices on a monthly basis during the 'U .S. Conference of Mayors' meeting. 
The Mayor also described one of their personal sources of inspiration : 
"Look at the work of Marian Stoddard, with her "Work of 1, 000". She is someone 
who came here in the 60's, and was basically a housewife, and she noticed that 
the river was polluted, and she started basically harassing people, and gained 
the support of politicians. And that led to the passing of the Massachusetts 
Clean River Act, and cleaned up the Nashua River, which was one of the top ten 
most polluted rivers in the country. And out of that she then started the Nashua 
River Watershed Organization, which is a leading group in terms of clean-up 
efforts, and educational efforts. And led to inspiring the development of 
politicians like me, which became one of the reasons why I ran . It made me 
think, 'what if people who already buy into the vision become politicians?' You 
can get a lot more done." 
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2) Coalition leaders focused their position on environmental changes for the 
community. The other factor involved in resolving the issue was the coalition 
leaders, who spent time and effort working through the issue with the city council, 
to help them understand what they were trying to accomplish. The argument that 
environment is associated with quality of life and health of the residents in the 
community was the key point that the coalition leaders were trying to explain to 
the city council and that changes in the community environment had the ability to 
impact a lot of people. One coalition leader explained: ''That's when we went 
before the council as a whole and tried to explain it the best we could. That it's 
not for program changes that it's for, like I said, system and environmental 
changes." 
Lastly, there was also a bit of serendipity involved . One coalition member 
said: "The big, vocal person that was extremely against it is no longer on the 
council. " It is also interesting to note that the initial opposition by the city council 
may have been a factor in prioritizing initiatives that could demonstrate early 
success. One coalition leader stated : "So we went after the low hanging fruit 
first . ... We needed to show city council that you know this is really working. 
We're really doing something. We 're not just talking." 
It is difficult to determine if the coalition leadership would have been 
successful in convincing the city council to accept the grant without the help from 
the mayor; it most likely played a significant role in the council 's decision to 
accept the grant. However, the combination of the mayor's vision and the 
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coalition leadership's position of broader environmental interventions was an 
effective tactic. 
E. Teaching Case Part B: Choosing Obesity Prevention Strategies 
Part B of the Teaching Case picks up approximately 10 months after the 
city council approved the grant. The students are advised to read the case first 
and then read the accompanying materials before proceeding to the exercise. 
The exercise will involve a 'prove-and-state ' essay in which the student will 
review the options, compare against the criteria and make recommendations. 
Part B is taken from the view of the coalition leadership. The exercise puts the 
students in the role of the coalition network members. 
1. The Case 
Ten months had passed since the coalition leaders persuaded the city 
council to accept the grant. Nina and the four other leaders were in one of the 
final planning meetings. They were trying to decide the best way to facilitate a 
working session where they would task the 70+ coalition members to select the 
interventions. The selected interventions would be the foundation of their 
community action plan. They took some time at the beginning of the meeting to 
reflect upon the events that lead them to this point in time. With help from the 
mayor, they were able to convince the city council that the grant funds would 
benefit many residents by improving the community environment. They were 
helped by another grant they had applied for from the Robert Wood Johnson 
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Foundation to conduct another type of community assessment; a 'walk audit'. 7 In 
those busy ten months, they obtained financial resources, had successfully 
recruited a large and engaged coalition , and they had completed the community 
assessments using surveys , focus groups , town meetings, and the walk-audits . 
They had accomplished a lot in a relatively short period of time. However, they 
felt the pressure of time because they had to develop a community action plan, 
as required by one of the grants, within the next two months. 
They had learned a lot during the community assessment process. They 
felt like pioneers in one sense because they also learned that not many other 
communities have successfully accomplished what they were trying to do. The 
interventions they selected would need to have a measurable impact, and they 
had a lot of information to sort through and prioritize in order to select those 
interventions. They wanted to share the decision-making process with the 
coalition members, but they knew that the sheer amount of information would 
overwhelm them and prolong the decision-making process. 
They realized that their task , as coalition leaders and subject matter 
experts in obesity, was to simplify the selection process by reducing the number 
of options. They would present this shortened list to the coalition members and 
ask them to make the final selections. They felt overwhelmed themselves; there 
were a lot of options to consider. So they decided to review all the information 
7 A walking aud it is an "assessment of the walkability or pedestrian access of the built 
environment in a community". http//www.rwjf.org/en/blogs/new-public-
health .html?t=topics%3A373 
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that had been collected over the past several months themselves. This was 
going to be a long meeting. 
a) Context 
Secured financial resources 
The coalition leaders were the recipients of two grants; one from the state 
($60,000) and one from the Robert Wood Johnson Foundation ($360,000). The 
state grant provided them with a community assessment tool developed by the 
Centers for Disease Control and Prevention called the CHANGE tool ;8 
Community Health Assessment aNd Group Evaluation. The tool measures five 
sectors in the community: a) the 'Community-At-Large' sector, which includes the 
social and built environments, such as improving food access, walkability, 
bikeability, or personal safety; b) the 'Institution/Organization' sector, that 
provides access to services and facilities , such as the YMCA's, Boys and Girls 
clubs, faith-based organizations, childcare, and senior center; c) the 'Health 
Care' sector, which includes hospitals, doctor's offices, and clinics ; d) the 
'School' sector, which includes all primary and secondary schools , and e) the 
Worksite Sector, which includes places of work including government offices, 
restaurants and retail establishments. 
A couple of months after they received the state grant, the leaders also 
received a grant from the Robert Wood Johnson Foundations' Healthy Kids , 
8 Centers for Disease Control and Prevention . The CHANGE tool. 
http://www. cdc. g ov /healthycom m unities program/tools/change. htm 
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Healthy Communities in itiative .9 This initiative focuses on increased access to 
physical activity and recreation in the parks and to create safe routes to schools 
to encourage walking to and from schools. It also focuses on fresh fruits and 
vegetables including farmer's markets and community gardens. The fund ing from 
this grant enabled walk-audit assessments; where coalition members walk with 
residents in the areas being assessed including the parks, the sidewalks leading 
to the parks and the sidewalks within several blocks from each of the schools. 
Walk-audits help communities understand how their built environment either 
encourages or discourages res idents from walking in the areas assessed . The 
leaders intended to use the results of the CHANGE tool and the walk-audit 
assessments to help develop the community action plan . 
Established clear vision and strategic objectives 
The leaders met with the mayor. They talked about forming the coalition 
and about establishing a vision and strategic objectives. The Mayor was 
passionate that the vision includes environmental elements. The Mayor said: 
"[We wanted] the ability to really impact people on a daily basis. We didn 't want 
to focus on just creating programs that people had to buy into. We wanted to find 
a way to change the environment, so people could do things that would help 
make them healthier. " The leaders were in agreement. They felt that the 
environment was a contributing factor to obesity in their community. 
The next step was to establish the strategic objectives . The leaders from 
9 Healthy Kids Health y Communities. http://www.healthykidshealthycommunities.org/ 
255 
the CAA suggested they focus on physical activity and healthy eating. They knew 
from their training that these factors were determinants of obesity. Information 
from both of the grants also suggested these tactics were recommended 
strategies. The Mayor and the other leaders from the Board of Health agreed. 
They felt that those strateg ic objectives also aligned with the vision. They 
decided to focus their objectives on ways to create more opportunity for residents 
to be physically active and eat healthily throughout the community environment. 
They wanted to make the healthy choice the easy choice. 
Formed the coalition 
The coalition leaders identified organizations and individuals in the 
community who would be well positioned to help them gather the information 
they needed. The Mayor helped to recruit the potential members by sending 
them a personal letter inviting them to attend the inaugural meeting of the new 
coalition. The first meeting had approximately 20-25 volunteer members. 
The leaders created a two tier organizational model; the five leaders 
became the Steering Committee and the volunteer members became the 
Member Network. The leaders included the public health nurse, the public health 
director, and three leaders from the community action agency (CAA) , who were 
all trained and experienced dietitians. The member network included residents 
and youth , the district school nurse and the food services director, 
representatives from the local hospital, preschool providers , senior centers, 
community gardens and numerous city departments; planning , parks, recreation , 
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transportation and police. 
The leaders wanted the coalition to work in a highly collaborative manner, 
including the sharing of all the information gathered to enable shared decision-
making . 
Managed coalition activities and facilitated meetings 
Over a few short months, the coalition members grew to over 70 
members. This was good news and bad news. The leaders were delighted to 
have help collecting all of the information from the assessments. They 
encouraged the members to communicate their findings to the other coalition 
members during their monthly meetings. The highly engaged members were 
happy to see the progress being made. They felt it was a good use of their 
personal time, which for the majority of them , was the case. 
The make-up of the membership was unique. There were many people 
involved who had no formal training in obesity, physical activity or healthy eating . 
In fact , there were many members who were not concerned obesity. However, 
they were interested in getting children to play together in the parks more 
because they were concerned that they were becoming too socially isolated. 
Others were there because they liked the idea of having food locally grown in 
order to reduce consumption of gas and carbon emissions related to the 
transportation of fresh foods from other parts of the country. The leaders knew all 
of the members and felt that the diversity in objectives was a benefit to them in 
the long run . Having such a large and engaged coalition could make some real 
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change happen in the community. However, they were slightly worried that they 
would get bogged down in the details of the assessment results , particularly that 
many of them may struggle to put it into context of obesity prevention . 
b) Detail 
Reviewing options from information gathered 
The leaders gathered and organized their sources of options for their 
review. First they looked at four sources of recommended strategies from leading 
expert organizations: 
1) Institute of Medicine- Local Government Actions to Prevent Childhood 
Obesity (September 2009) 10 
2) Centers for Disease Control and Prevention - Recommended 
Community Strategies and Measurements to Prevent Obesity in the 
United States (2009) 11 
3) Robert Wood Johnson Foundation- Leadership for Healthy 
Communities: Action Strategies Toolkit (2009) 12 
Next they looked at the results from the local information gathered from 
the community assessments and the discussions about those findings at the 
coalition meetings: 
10 The Institute of Medicine- Local Government Actions to Prevent Childhood Obesity 
http://www.iom.edu/-/media/Files/Report%20Files/2009/ChildhoodObesityPreventionLocaiGover 
nments/local%20govts%20obesity%20report%20brief%20FINAL %20for%20web.ashx 
11 Centers for Disease Control and Prevention- Recommended Community Strategies and 
Measurements to Prevent Obesity in the United States (2009) 
http://www. cdc. gov/obesity/down loads/community_ strategies _guide . pdf 
12 The Robert Wood Johnson Foundation - Leadership for Healthy Communities Action 
Strategies Toolkit (2009) http://www. rwjf. erg/content/dam/farm/tool kits/toolkits/2009/rwjf40056 
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1) Results from the CHANGE tool assessment 
2) Results from the walk-audit surveys 
3) Reviewed meeting minutes from each of the assessment summaries 
The leaders reviewed the scores from the CHANGE tool. Each of the five 
sectors had a score based upon the survey questions. They weren't confident 
that these scores accurately represented what was going on in each of the 
sectors. They recalled a meeting when one of the coalition members, a scientist 
by training , expressed concern about the process. The member said that the 
questions were confusing; many people they interviewed didn't understand what 
the question meant. There was also concern about the scoring process. The 
coalition members reviewed the answers and assigned a quantitative number to 
the answers. One coalition member felt that this was very subjective and 
included a lot of guesswork. She recalled the member saying: "So sometimes the 
group would be like 'what do you think they mean?' And then they would be like 
'yeah, sure a four'. 
Nevertheless, they had scores for each of the sectors. The scores for the 
institution/organization, schools, and health care sectors indicated no action was 
required because those sectors already had initiatives underway to address the 
any need. However, there were needs and gaps related to the community-at-
large and the worksite sectors, particularly around the restaurant and retail 
industries. 
The leaders then reviewed the results of the walk-audits. This process 
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was often done with the residents themselves. They saw the trash and the 
broken equipment in the parks and playgrounds. They also saw that the 
sidewalks were oftentimes blocked by surrounding overgrown plant brush , which 
required a passerby to step out onto a busy street to get around the obstacle. 
They noted that many of the residents felt that the parks were unsafe; there was 
a lot of crime there. The coalition membership included representatives from the 
local police. The police coalition member said that the crime was very low in the 
parks. They were not concerned about the safety of residents there. 
Nevertheless, the residents perceived that it was not safe and they did not want 
their children to go there to play. The leaders reviewed the conversation in the 
coalition meeting on this topic. The summary was that the poor condition of the 
parks was most likely creating the perception that it was an unsafe place. The 
other major finding from the walk-audits was that many of the sidewalks around 
the schools had large holes and cracks in them and were also blocked by 
overgrown brush. Parents did not feel it was safe for their children to use them. 
They did not want them to trip or to have to step out into the busy streets to get 
around the hazards. 
The last factor the leaders reviewed was a summary of the assets that had 
been identified within the community. There were 20 parks and playgrounds, two 
new farmer's markets, and two community gardens. There were also 70 fast food 
restaurants in the town . 
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Using criteria to prioritize options 
Finally, the leaders confirmed the criteria they would use to select the 
options. First and foremost, the selected options needed to align with the vision ; 
environmental changes that impact residents on a daily basis , and with the 
strategic objectives; increase opportunities for healthy eating and physical 
activity (the evidence-based determinants of obesity). They also used criteria 
related to the results of the community assessments; a need , a gap, or an asset. 
The other criteria considered more practical issues. How quickly could the option 
be implemented? Speed of implementation was crucial because they wanted to 
demonstrate early success to the city council and to the community residents. 
They also wanted coalition members to see their hard work pay off quickly. The 
leaders knew this was important to keep the coalition members engaged over 
time. Were the options feasible? They had limited funds for implementation . (The 
grant funding they had received was designated for the community assessment. 
They were also able to hire two bilingual speaking residents to help facilitate 
communication between the residents and the coalition member network when 
gathering information from the residents .) They needed to use existing city 
revenue and rely upon a predominantly volunteer work force -- the coalition 
membership and the community residents . Were the options 'low hanging fruit'; 
something that already existed and just needed a little more effort to make it 
work? Finally, would the residents in the community be interested in this option? 
This was important because the coalition leaders felt that strong community 
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participation would increase the likelihood that the option could be sustained over 
the long term. 
The leaders decided they would select the ten best options; five to support 
the physical activity objective and five to support the healthy eating objective. 
They would ask the coalition members to pick the final two from each category. 
The leaders felt that this was extremely important. The interest level by the 
coalition members was critically important because they would be needed to help 
deliver the interventions. Whatever initiatives were selected , they needed to 
resonate with coalition members themselves. 
c) Summary 
The coalition leaders worked to reduce the number of options the coalition 
members would make their final selections from . The leaders reviewed various 
sources of recommended strategies and the results from the community 
assessments. They established the criteria to select the options. They decided to 
select five options in each category of their strategic objectives; physical activity 
and healthy eating. They wanted the coalition membership to make the final 
selections; two from each objective. 
2. Exercises 
a) Selecting Interventions Task 
The students will take the role of coalition network members and make the 
final selection of the interventions. They will use the ten options provided by the 
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coalition leaders and select two that support the physical activity objective and 
two that support the healthy eating objective. In order to support the students ' 
analysis of the options, a 'prove-and-state' template is provided. The 'prove-
and-state' approach orders the analysis of the options in this way; "decision 
options, decision criteria , critique of other options, proof of remaining options, 
recommended decision , and action plan. "[2221P 136 The action plan will not be used 
in this exercise because the objective is to provide a list of four final 
recommendations rather than to create an action plan. The following 'prove-and-
state template' is adapted from "The Case Study Handbook: How to Read, 
Discuss, and Write Persuasively About Cases" by William Ellet, 2007.[2221 
The students should first read the material provided , review the case, use 
the prove-and-state template to analyze their options, and finally , select four 
recommended options from a list of ten options selected by the coalition leaders. 
Prove-and-State process to organize and develop essay: 
1. List the decision options (provided below) . 
• Increase in physical activity opportunities: 
o Increase use of the parks by removing trash and repairing the 
equipment so the residents perceive them as safe to use. 
o Improve the walkability of the sidewalks surrounding the schools; 
remove shrubbery obstacles, repair large holes and cracks. 
o Repair or purchase new playground equipment. 
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o Improve the walkability of the sidewalks surrounding the parks; remove 
shrubbery obstacles, repair large holes and cracks . 
o Encourage worksites to create opportunities for employees to be active 
at the worksite . 
• Increase in healthy eating opportunities: 
o Encourage worksites to improve healthy food options for employees 
served at the worksite 
o Build more community gardens 
o Provide public transportation to the two new farmers ' markets 
o Create policy for the two local farmer's markets to accept WIC coupons 
o Encourage park vendors to offer affordable healthy food options 
2. List the decision criteria (provided in the case) . 
3. Critique of options (list the options you think do not meet the criteria - list the 
evidence why those options should be el iminated) 
4. Proof of remaining options (list the options you think do meet the criteria- list 
the evidence why those options should be kept) 
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5. Four recommended options; two related to physical activity and two related to 
healthy eating (focus on options that have the strongest evidence). 
b) Instructor Led Class Discussion 
The instructor will lead the class discussion after the students have 
completed the writing assignment. The following questions are merely 
suggestions to help the instructor spark discussion. They are not inclusive and 
the instructors are encouraged to develop their own questions. 
1) What other criteria would you suggest the coalition use to select the 
interventions? Why? 
2) In the community environment where very few evidence-based or practice-
based interventions are available and hundreds of untested interventions are 
recommended , how should a community-based coalition balance the preference 
for evidence with the communities' interest? 
3) Why is community interest important? Explain. 
4) Why is coalition member interest important? Explain . 
3. Student Materials 
a. Institute of Medicine- Local Government Actions to Prevent Childhood 
Obesity (September 2009) 13 
13 The Institute of Medicine- Local Government Actions to Prevent Childhood Obesity 
http://www.iom.edu/- /media/Files/Report%20Files/2009/ChildhoodObesityPreventionlocaiGover 
nments/local%20govts%20obesity%20report%20brief%20FINAL %20for%20web.ashx 
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b. Institute of Medicine- Accelerating Progress in Obesity Prevention : 
Solving the Weight of the Nation (May 2012) 14 
c. Centers for Disease Control and Prevention- Recommended Community 
Strategies and Measurements to Prevent Obesity in the United States 
(2009) 15 
d. Robert Wood Johnson Foundation- Leadership for Healthy Communities: 
Action Strategies Toolkit (2009) 16 
4. Instructor Materials 
1) Same materials as the students 
2) Support for teaching with cases can be found at the Electronic Hallway, 
University of Washington Evans School of Public Affairs 17 
5. Epilogue 
The coalition members selected the following for initiatives for their community 
action plan : 
• Increase use of the parks by removing trash and repairing the equipment so 
the residents perceive them as safe to use. 
14 The Institute of Medicine- Accelerating Progress in Obesity Prevention: Solving the Weight of 
the Nation (May 2012) . 
http://www. iom .edu/-/media/Files/Report%20Files/20 12/ APOP/ APOP _insert. pdf 
15Centers for Disease Control and Prevention - Recommended Community Strategies and 
Measurements to Prevent Obesity in the United States (2009) 
http://www.cdc. gov/obesity/down loads/community_ strategies_g uide. pdf 
16 The Robert Wood Johnson Foundation - Leadership for Healthy Communities: Action 
Strategies Tool kit (2 009) http: I lwww. rwjf. org/contenUdam/fa rm/tool kits/tool kits/2 0 09/rwjf40056 
17 Electronic Hallway, University of Washington , Evans School of Publ ic Affa irs 
http://hallway.evans.washington .edu/case-teaching/resources/welcome-case-method 
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• Repair or purchase new playground equipment. 
• Create policy for the two local farmer's markets to accept WIC coupons 
• Provide public transportation to the two new farmers ' markets 
After several months the coalition decided to eliminate the public 
transportation to the farmer's markets. The residents were not using the markets 
as anticipated, even with the farmer's acceptance of WIC coupons. The coalition 
turned their efforts to building more community gardens. As of 2012 , the city 
had built eighteen more community gardens, for a total of twenty active gardens. 
The parks program was very successful. The city's private sector and 
local residents came together to create vibrant park space, one park at a time. 
The usage of the parks had increased and a wide variety of residents now 
enjoyed the recreational space, both young and old . 
The percentage of overweight and obese children , in grades 1 - 10, had 
decreased from 46 .2% in 2009 to 40.9% in 2012. 
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VII. Appendices 
A. Appendix 1: Calculation of Body Mass Index for Adults 
Calculation of Body Mass Index for Adults 
Using kilograms and Formula: weight (kg)/ height (m) ' I height (m)" 
meters (or Example: weight= 70 kg, height= 160 em (1.60 m) 
centimeters) Calculation: BMI = 70 I (1.60) 2 = 27.3 
Using pounds and Formula: weight (lb) I [height (in)] ' x 703 
inches Example: weight= 154 pounds, height= 62.9 inches 
Calculation: BMI = (154/ (62.9)2)x 703 = 27.3 
Calculation of Body Mass Index for Adults 
Using kilograms and Formula: weight (kg)/ height (m) <I height (m)< 
meters (or Example: weight= 70 kg, height= 160 em (1.60 m) 
centimeters) Calculation: BMI = 70 I (1 .60) 2 = 27.3 
Using pounds and Formula: weight (lb) I [height (in)] ' x 703 
inches Example: weight= 154 pounds, height= 62.9 inches 
Calculation: BMI = (154/ (62.9)2)x 703 = 27.3 
Adapted from: Division of Nutrition , Physical Activity, and Obesity; National 
Center for Chronic Disease Prevention and Health Promotion_[103l 
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B. Appendix 2: Growth Chart for Boys Body Mass Index for Age, 2 to 20 
Years 
,------ --rl·-,- -r-·+·--,---11-,---;-f--~--- ····t ··-r·-r-·- - ~- ; ! j f; ' --- ' . - , - I .,.... -·-- -T r····· ·---, 
1 ---+·rt-+---1---+---r-h-- --+----t--t- ·r+-·r· ·-r · f --'--- -----t- ' -+---+-+-· - t-r··'-t : 
[-- HVl ' :±±l! ; ' J-+ j , ; .} : L ! .l , ; 1 I : . , : . - r.11 
I ... _,..... - ._.... ~--! --· -· ---j--[~-' t-··,- I _, --- -· - 1 . ; --1- . ,. - ....... - ·--j _/ ' t-~-:- . ~ -.J.. ; : . ~ ~L_L. _ _i_ .~ .. :. 1 , _, ._ ~- _l , _: _ _. ---------!·-~!--: 
i ;,.: _; j_::: Body mass index-for-age percentiles: ~j_jj 3 4 ~ 
t-·------t- Boys, 2 to 20 years :. ....... ~·-+·+-·---i 
Source: Developed by the National Center for Health Statistics in collaboration 
with the National Centers for Chronic Disease Prevention and Health 
Promotion .[531 
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C. Appendix 3: Growth Chart for Girls Body Mass Index for Age, 2 to 20 
Years 
I I I ! I I I i I i ! i ! I I i ll I I 
5 7 ··c 11 12 1 :~ 14 1~ ~i:J 1f 1<1 19 2.0 
Age (ye~"rs) 
Source: Developed by the National Center for Health Statistics in collaboration 
with the National Centers for Chronic Disease Prevention and Health 
Promotion .[53l 
270 
D. Appendix 4: Interview Guide 
1. Participant background; 
a. Tell me a bit about yourself, your background and your role when you 
joined the coalition . 
b. How did you view your role? 
c. Why did you get involved in the coalition? 
d. How did you get involved in the coalition? 
(1) Probe: Was participation in the coalition voluntary or were 
people chosen? If chosen , who did the choosing? 
(2) Probe: Were you/others assigned because of a position (e.g. 
WIC program) or because of your/their personal background (e.g. 
community activist) 
e. How long were you involved? 
f. Did your role change over time? If yes , can you explain how and why it 
changed? 
g. What did you think that you could contribute to the coalition's efforts? 
2. Coalition background; 
a. Who were the leaders of the coalition? 
b . How were they selected? 
c. How did they organize and operate the coalition? 
(1) Probe: Leadership style: charismatic/inspired , task focused , 
shared leadership, empowering/collective. 
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d. Can you describe the context or what was going on in the community 
at the time the coalition formed? 
(1) Probe: political landscape, economic issues, other relevant 
issues? 
e. Can you describe the main functions of the coalition during the early 
planning stages? 
(1) What were the main issues the coalition was working on? 
(2) How many people were involved? 
(3) Were any experts or guests brought in? If so, why and what did 
they do? 
(4) How long did the planning stage last? 
3. The problem and objectives; 
a. Of the many public health priorities that could have been addressed, 
why do you think this coalition settled on obesity? 
b. What was the decision process like that ultimately lead this coalition to 
settle on obesity? 
(1) Probe: Did the coalition work to identify the consequences that 
obesity had on the community? 
(1 a) Probe: If so, can you describe the process in which the 
consequences were identified? 
(1 b) Probe: If so, can you describe the consequences? 
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(2) Probe: Did the coalition identify the reasons why they believed 
obesity existed in the community? 
(2a) Probe: f so, can you describe the process in which the 
reasons were identified? 
(2b) Probe: If so, can you describe the reasons? 
c. Did the coalition establish goals or objectives? 
(1) Probe: If so , can you describe the process in which the 
objectives were established? 
(2) Probe: If so, what were the objectives? 
4. Intervention options to consider; 
a. How were the options for achieving the goals (or interventions to 
consider if no goals were established) introduced to the coalition? 
(1) Probe: Which members provided the options? 
b. What were the sources of the data used to select the options? 
(1) Probe: Were existing evidence, best practices, logic models, 
tool kits , reference guides or technical assistance used as a source 
of options? 
(2) Probe: If so , can you please describe? 
(3) Probe: If so, why were they used as a source? 
c. How many options were initially considered? 
(1) Probe: Was there a process for limiting or expanding the 
number of options? 
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(2) Probe: If so, can you please describe the process? 
5. Selection criteria; 
a. Did the coalition use any selection criteria to prioritize and narrow the 
list of possible options and choose the interventions they did? 
(1) Probe: What were the most important factors for the coalition? 
(2) Probe: How were the criteria established? 
(3) Probe: If not mentioned previously, were these criteria 
considered? 
1. Existing evidence 
2. Resources , including cost 
3. Feasibility 
4. Population reach 
5. Measurement considerations (either health outcome or 
process measures) 
6. Implementation requirements 
6 . Making the decision; 
a. Can you describe the process of how the coalition discussed or debated 
the final choices? 
b. Can you please describe the "technical" process of deciding? 
(1) Probe: Group vote, ranking and sorting process, core group 
decided? 
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c. What were the obstacles the coalition faced in the decision process? 
(1) Probe: For the obstacles that were overcome, how did the 
coalition overcome them? 
(2) Probe: If obstacles were not overcome, why not? 
7. Concluding thoughts; 
a. Overall, what were the primary challenges the coalition faced during 
this planning stage? 
b. Can you describe any factors that you feel either contributed to the 
coalition 's ability to select, choose, and build the intervention 
plan? .. other factors that deterred the coalition 's effectiveness? 
c. Would you consider the coalition's work on obesity to be successful? 
(1) Probe: If so, why? What factors were critical to the success? 
(2) Probe: Role of leadership of the coalition. 
(3) Probe: If not, why not? - What factors contributed to it not 
being successful? 
d. What lessons would you want to recommend to other communities 
considering similar coalitions? 
e. Is there anything else you 'd like to add? 
275 
E. Appendix 5: Recruitment Email Script 
Email Subject: Request for brief discussion regarding [insert city} coalition work 
on obesity 
Dear [insert name], 
Hello, my name is Jennifer Turgiss and I have been referred to you by 
[reference name or organization]. I am a doctoral student at Boston University's 
School of Public Health and I am currently working on my dissertation which is 
titled "Lessons from the field: How successful community-led coalitions on 
obesity choose and prioritize interventions to improve health policy, health 
behaviors, and health outcomes." 
The work that you have done with the [name of program and city] coalition is 
relevant to my research as I believe there is a lot that can be learned from your 
successful coalition that can be shared with other community coalitions as they 
work on obesity in their communities. 
Might you be available sometime over the next couple of weeks for a brief 5-10 
minutes phone call so that I can explain the research that would involve a 30-45 
minute interview with you , should you agree to participate? 
If so, can you please provide some dates and times that would be convenient for 
you? If there is another person that I should connect with in order to arrange a 
276 
time in your schedule, please let me know. I can be reached 
at jturgiss@bu.edu or at 781-354-8696. 
Lastly, if you would like further information about your rights as a potential 
research subject please call the Office of the Institutional Review Board of 
Boston Medical Center at 617-638-7207. 
Kind regards, 
Jennifer Turgiss 
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F. Appendix 6: Recruitment Telephone Script 
Hello, [potential respondent] . Thank you for setting the time aside for this brief 
discussion. 
As I mentioned in my earlier email, I am a doctoral student at Boston 
University's School of Public Health and am currently working on my dissertation 
"Lessons from the field : How successful community-led coalitions on obesity 
choose and prioritize interventions to improve health policy, health behaviors, 
and health outcomes." 
The [insert relevant city] coalition has been identified as a model coalition 
for a multiple case study that will identify best practices related to decision 
making processes used in selecting the obesity interventions. As your coalition 
has had some success with this effort, it is likely that your experience would help 
other community coalitions working on obesity. 
Can I please confirm that you were a member of the coalition at the time 
when decisions were made about which interventions would be implemented and 
that you participated in that process? 
(If no, thank them for their time and explain that the study needs people 
who participated in the decision making process. Ask if they know of other 
potential coalition members who were present during this period and if they 
would feel comfortable providing their contact details. If so, collect the collect the 
details. 
If yes , proceed to the following .... ) 
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Great, I would like to invite you to participate in a 30-45 minute personal 
interview with myself at a time and place that is convenient for you. Is this 
something that you might be interested in participating in? 
(If not, they are thanked for their time. If yes, then proceed to the text below) . 
Thank you. Just to make you aware that you would be one of about 30 
people from three unique community coalitions who will be participating in these 
interviews. The information obtained from these digitally recorded interviews will 
be transcribed, coded , and then analyzed for themes. These themes may evolve 
as best practices that may be shared with other community coalitions. In addition , 
a teaching case study may also be developed in order to train students studying 
public health. Your comments will remain confidential and anonymous and there 
would be no way that any information you might provide could be linked directly 
to you . Also, you do not have to answer all of the questions and you can end the 
interview at any time. 
Does that sound acceptable? 
(If no, discuss concerns. If not resolved, then thanked for their time. 
If yes , proceed ... ) 
When is a good time for a 30-45 minute personal interview on this topic in 
the next few weeks? 
Thank you very much for your time today. I look forward to meeting with you on 
[insert date and time] . If you need to reach me I can be reached 
at jturgiss@bu.edu or at 781-354-8696. 
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Lastly, if you would like further information about your rights as a potential 
research subject please call the Office of the Institutional Review Board of 
Boston Medical Center at 617-638-7207. 
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G. Appendix 7: Study Information Sheet 
Background 
This is a research study about how community-based coalitions come to make 
decisions about providing community health initiatives. Specifically, the focus of 
this research is about coalition process in deciding on obesity initiatives. 
Relevant community-based obesity interventions can increase the likelihood of 
success in achieving obesity related outcomes in communities and thus it is 
important to understand how community-based coalitions can be most effective. 
Purpose 
The purpose of this research study is to identify best practices learned from 
model community-based coalitions working on obesity in order to share them 
with other community coalitions, also working to reduce or prevent obesity in their 
communities, so that they may improve their decision-making processes related 
to intervention selection . 
What Happens In This Research Study 
As part of the doctoral student's research study, you will be one of approximately 
60 subjects, from three unique community coalitions, that will participate in 30-45 
minute individual interviews. Interviews will be digitally recorded . The interview 
recordings will be transcribed, coded, and then analyzed for themes in decision-
making processes related to obesity intervention selection . Emergent themes 
may be identified as best practices and may be shared with other community 
coalitions . Additionally, a teaching case study may be developed in order to train 
281 
students studying public health. 
Risks and Discomforts 
The overall risk of participating in the interview is minimal. However, there is a 
potential risk of inconvenience because the interview will require approximately 
30-45 minutes of your time. Additionally, although the interview will focus on 
decision-making processes, it is possible that information of a more personal 
nature may be shared, resulting in a potential risk of discomfort. There is a risk of 
breach of confidentiality, however, procedures are in place to protect your 
personal identify. (Your name or the name of the city associated with the coalition 
will not be used or disclosed). There may be other unknown risks or discomforts 
involved. 
Potential Benefits 
The potential benefit gained from participating in this research is to help other 
community coalitions working on obesity. However, you may not receive any 
benefit. 
Alternatives 
Your alternative is to not participate in the research. 
Subject Costs and Payments 
There is no cost to you , other than your time, and no payment for participation in 
this research study. 
Confidentiality 
Findings from this research may be used to teach public health students and be 
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shared with other community coalitions ; however, your name or the name of the 
city associated with the coalition will not be used in any published documents of 
any kind , including the student's dissertation. Documents and files, including 
audio-files, which include your responses during the interview, will not have your 
name attached . Only the doctoral student and her Faculty Advisor will have 
access to the interview data. 
Subject's Rights 
By consenting to participate in this study you do not waive any of your legal 
rights . Giving consent means that you have heard or read the information about 
this study and that you agree to participate. You will be given a copy of this form 
to keep. 
If at any time you withdraw from this study you will not suffer any penalty. You 
may obtain further information about your rights as a research subject by calling 
the Office of the Institutional Review Board of Boston University Medical Center 
at 617-638-7207. 
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